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Abstract
This study explores cognitive behavioral therapy (CBT) as a supplemental treatment with a
sample of adolescents with learning disabilities (LD). Research overwhelming reflects the
theory that children and adolescents with LD are more likely to manifest anxious and depressive
symptomology. CBT is an evidence based intervention for anxiety and depression. However,
there is a gap in the knowledge of treating LD with CBT. The study hypothesizes the theory that
maladaptive metacognitive interpretation of the LD diminishes the effects of the evidence based
academic intervention. The study sought to explore whether or not adolescents with LD would
experience enhanced academic and emotional skills when treated with CBT, supplemental to an
evidenced based reading intervention (READ 180). The researcher created a manualized nine
week treatment named LD CBT, conceptualized to provide classic CBT techniques
individualized for the LD population within the school setting. Twelve students met criteria for
the study and were randomly selected into two groups; experimental (n = 6) and wait list control
(n = 5). The sample size limits generalization; however, results do suggest that participants
treated with LD CBT and READ 180 experienced enhanced words per minute, reading
comprehension and self-concept rates compared with control wait list group treated with READ
180 only. Results did not support the idea that participants treated with LD CBT experienced
enhanced reading accuracy, resiliency or vulnerability. Maintenance measures suggest that the
experimental group maintained gains in self-concept 12 weeks post LD CBT treatment. One
participant made gains in all researched areas. Despite the limitations, the results are intriguing
and worthy of future study.
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Cognitive Behavioral Therapy As A Supplemental Treatment For
Adolescents With Learning Disabilities
Introduction
Statement of the Problem
Learning Disabilities (LD) is the most commonly diagnosed disability, accounting for
50% of all students receiving special education in the United States (Pullen, 2016). There are
approximately 2.7 million public school students presently identified as LD (Cortiella &
Horowitz, 2014), and the National Institute of Mental Health estimated there are ten to fifteen
million school-aged children through adult individuals with LD in the United States (NIMH,
2014). Our national average for the implementation of interventions to address LD costs 7.5
billion annually (Asbury & Rich, 2008). However, according to a 2014 National Association of
Educational Progress study there has been no significant improvement seen in academic
performance for LD students when comparing data from 2009 to 2013 (Cortiella & Horowitz,
2014).
In addition to the breadth of LD in the United States, students identified with a LD have
significantly poorer outcomes when compared with the non-LD population across the life span
(Kavale & Forness, 1995). Children and adolescents identified as LD are more likely to be
rejected or neglected by peers (Greenham, 1999; Kuhne & Wiener, 2000; Nabuzoka & Smith,
1993; Wiener, 2004). Children and adolescents who do poorly in school are twice more likely to
be diagnosed with a psychiatric condition than children and adolescents without school
difficulties (Boyle et al., 1993). The nature of being disabled or having deficits creates stress
among children and adolescents of all socio-economic classes (Waber, 2010). Research
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suggested that 33% of students with LD reported having significant anxiety symptoms, in
addition to the LD (Koulopoulou, 2010). The LD population exhibits higher depression scores
than non-LD peers on rating scales (Maag & Reid, 2006). Having a learning disability is found
to result in lower self-perception and lower self-efficacy (Lackaye, Margalit, Ziv, & Ziman,
2006). Finally, 20% of students who are identified as LD drop out of high school, compared
with 8% of students from the general education population (Cortiella & Horowitz, 2014).
The most common form of LD is language-based, which inhibits the individual’s ability
to acquire or use language; this is commonly referred to as reading disability or dyslexia
(Shaywitz, 1998). Individuals with language-based LDs experience difficulties with the sounds
of letters, accurate and fluid word recognition, spelling, comprehension, word retrieval,
organizing thoughts into spoken or written form, and other associated memory difficulties (Lyon,
2009; Lyon, Shaywitz & Shaywitz, 2003). It is estimated that of all the students receiving
special education support in school, 80% are diagnosed or classified with a reading disability
(Shaywitz, 1998; Shaywitz, 2003).
Reading is one of the most complex capabilities of the human mind (Gersten, Fuchs,
Williams & Baker, 2001). More and more researchers claim that language based achievement,
including reading, is a by-product of cognitive abilities and of the interaction of emotional and
meta-cognitive factors (Pintrich & DeGroot, 1990; Dermitzaki & Efklides, 2000). Metacognitive factors such as the establishment of goals, feelings, self-concept and beliefs regarding
abilities and expectations significantly influence academic mastery (Messer, 1993). Reading
research has shown that superior readers demonstrate enhanced metacognitive abilities when
compared with deficient readers, through the establishment of expectations and goals, selfconcept and beliefs regarding reading abilities (Baker & Beall, 2009). Research has also
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suggested that reading abilities can be improved through metacognitive strategy instruction
(Gersten, Fuchs, Williams & Baker, 2001). However, current methodologies for reading
interventions focus primarily on academic skill deficit training, such as decoding words and
comprehension remediation practices. Remedial reading intervention practices could, in theory,
be improved with the incorporation of cognitive and metacognitive practices.
Cognitive Behavioral Therapy (CBT) is an evidence based and empirically supported
treatment model for many mental health conditions (Dozois & Dobson, 2001; Freeman,
Reinecke & Dattilio, 1995). Most LD interventions occur within the school setting, and CBT
methodologies are promising for their use within the school setting (Creed, Reisweber, & Beck,
2011; Mennuti, Freeman & Christner, 2006). In addition, CBT continues to have growing
evidence supporting treatment with children and adolescents (Kendall & Hedtke, 2006;
Ollendick & King, 2004). CBT has been found to have efficacy as an intervention for several
mental health conditions which can impact school aged children and adolescents, including
Generalized and Social Anxiety Disorder (Flannery-Schroeder, Choudhury & Kendall, 2005),
Obsessive Compulsive Disorder (March, Franklin & Garcia, 2007), Depression (TADS Team,
2007), School Refusal (Kendall, 2006), Attention Deficit Hyperactivity Disorder (Hinshaw,
2005) and as a treatment module to relieve symptoms of anger and depression in the
Intellectually Disabled population (Beail & Warden, 1996; Wilner et al., 2013). Recently, casebased literature suggests successful outcomes in the application of CBT to the learning disabled
population in improving anger management, anxiety, depression, self-esteem and problem
solving (Kroese, 1997).
Recent CBT research has also emphasized the importance of metacognitions and
suggests the ultimate goal of CBT is to adapt metacognitions by directly modifying negative
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automatic thoughts (Germer, Siegel & Fulton, 2005). Children and adolescents with LD
experience more depressive and anxious symptomology relative to the general non-disabled
population (Maag & Reid, 2006; Schatz & Rostain, 2006). A classic CBT model theorizes that
clinical populations have symptomatic cognitive distortions which arise from maladaptive
automatic thoughts and the bi-directional connection between these thoughts, feelings and
behaviors, such as the apprehensive tendencies in anxious clients and anhedonia symptoms in
depressed populations. However, there is a lack of research directly investigating the link
between reading disabilities and distorted, dysfunctional thinking (i.e., I will never be successful
because reading is so difficult). It is the researcher’s opinion the LD population has a pattern of
maladaptive and distorted thinking similar to that of the anxious or depressed population, based
on their specific metacognitive interpretations of their reading deficits. The distorted thinking
may be maintaining the behavioral deficits of the reading disability and likely limiting the effects
of the reading intervention to which the reading disabled population is exposed.
Purpose of the Study
The purpose of the study is to research the enhancement of current reading intervention
practices with the incorporation of cognitive and metacognitive processes. Specifically, the
present study will investigate CBT as an evidenced- based supplemental treatment for
adolescents with a learning disability. The overall intention of the study is: 1) to conduct
experimental research of a treatment program rooted in CBT with adolescents identified with a
learning disability; 2) to study the effects of the CBT program on the participants’ academic
abilities and cognitions.
There are many barriers, unresolved issues and social concerns related to the
investigation of CBT with the reading disabled population. First, there is a gap in the knowledge
acquired in studying the effects of CBT with individuals with a LD (Perkins & Fischetti, 2012;
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Willner, 2006). There are varying criteria, nationally, for assessment and eligibility for learning
disabilities (Pullen, 2016; McCloskey, Whitaker, Murphy & Rogers, 2012). Psychotherapy on
persons with a LD is inherently more complex and requires modification, when compared with a
neurotypical population (Willner, 2006). Finally, research suggests that 25-40% of the LD
population has a comorbid mental health diagnosis such as Anxiety or ADHD, creating complex
competing mental health needs and requiring a personalized treatment program, which can be
challenging to conceptualize (Perkins & Fischetti, 2012).
Research Questions
Will the students’, identified with LD, academic performance improve post therapy?
Will the students identified with LD have increased self-esteem post therapy?
Will the students identified with LD have increased resiliency post therapy?
Will the students identified with LD have decreased vulnerability post therapy?
Hypothesis
H1: The experimental group will have enhanced word per minute reading rates compared with
the wait list control group, as evidenced by pre-post curriculum-based probes.
H2: The experimental group will have enhanced reading accuracy rates compared with the wait
list control group, as evidenced by pre-post curriculum-based measures.
H3: The experimental group will have enhanced reading comprehension rates compared with the
wait list control group, as evidenced by pre-post curriculum-based measures.
H4: The experimental group will have enhanced ratings of self-concept compared with the wait
list control group, as evidenced by self-reported standardized measurement.
H5: The experimental group will have enhanced ratings of resiliency compared with the wait list
control group, as evidenced by self-reported standardized measurement.
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H6: The experimental group will have enhanced ratings of vulnerability compared with the wait
list control group, as evidenced by self-reported standardized measurement.

COGNITIVE THERAPY FOR LEARNING DISABILITIES

7

Literature Review
Historical Perspectives of Learning Disabilities
The history of Learning Disabilities begins in Europe between 1800 and 1920. Seminal
research was published, investigating the neurological perspectives of the brain, pioneering the
notion that different mental functions are localized in different parts of the brain (Hallahan &
Mercer, 2002; Bradley, Danielson & Hallahan, 2002). Pierre Paul Broca’s research was the first
widely accepted study suggesting cortical localization of a specific behavior (Jay, 2002). Broca
found evidence that the ability to articulate language through speech was primarily controlled in
the inferior left frontal lobe (Broca, 1861). This area is contemporarily referred to as Broca’s
area, and the deficits in speech production are referred to as Broca’s aphasia. Carl Wernicke
studied brain injured patients with language problems inherently different from those of Broca’s
patients. Wernicke’s patients had fluent and unlabored speech; however, the sentences that the
patients uttered were meaningless (Bradley, Danielson & Hallahan, 2002). Wernicke’s patients
experienced difficulty in recognizing written words as well. Wernicke’s studies found evidence
that the left temporal lobe primarily controls the recognition and comprehension of written
language, contemporarily referred to as Wernicke’s area (Wernicke, 1874).
Although Broca and Wernicke’s work primarily focused on speech and language
impairment, researchers in the late 1800s and early 1900s began to investigate the phenomenon
of individuals with seemingly normal intelligence, who, however, had deficits in reading. The
first person to study reading impairments was Sir William Broadbent in 1872 (Pullen, 2016). Of
particular interest to Broadbent was a case study of an intelligent adult who had experienced a
left frontal lobe injury. The patient had lost the ability to read and write, but retained the ability
to comprehend written language and articulate thoughts through speech. Similar to Broadbent’s
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research in the early 1900s, Adolph Kussmaul reported on a patient with no apparent disabilities
other than a severe reading deficit. Kussmaul stated, “A complete text blindness may exist,
although the power of sight, intellect and the powers of insight are intact” (Bradley, Danielson
and Hallahan, 2002). Through his research, Kussmaul thus coined the term “word-blindness” to
describe the phenomenon of patients exposed to schooling, with normal intelligence but with
deficient reading abilities (Pullen, 2016). In the late 1800s, Rudolph Berlin introduced the term
“dyslexia,” “dys” meaning abnormal and “lexia” meaning “words or language,” as a preferred
description rather than the term, word-blindness when the condition was neurological in origin
(Anderson & Meier-Hedde, 2001). Berlin proposed the term dyslexia when referring to a patient
of his who had severe reading problems, no known environmental conditions and no normal
intellectual disability.
W. Pringle Morgan, who was an English physician, reported on what is believed to be the
first published case of a child with reading deficits (Bradley, Danielson and Hallahan, 2002).
Morgan described his fourteen-year-old patient in words similar to words describing many
present day children suffering from a reading disability:
He seems to have no power of preserving and storing up the visual impression produced
by words – hence the words, though seen, have no significance for him. His visual memory for
words is defective or absent, which is the equivalent of saying he is what Kussmaul has termed
“word-blind.” Cases of word blindness are always interesting, and this case is, I think,
particularly so. It is unique, so far as I know, in that it follows upon no injury or illness but is
evidentially congenital and due most probably to defective development of that region of the
brain, disease of which in adults produces practically the same symptoms-that is, the left angular
gyrus. I may add that the boy is bright and of average intelligence in conversation. His eyes
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are normal; there is no hemianopsia, and his eyesight is good. The school master who taught
him for some years says that he would be the smartest lad in the school if the instruction were
entirely oral (Morgan, 1896, p.1378).
In 1895, John Hinshelwood published a study on an adult who was treated for word
blindness. Hinshelwood concluded via an autopsy of the patient, that the left angular gyrus was
the affected portion of the brain. Through contemporary research, the left angular gyrus is
known to be immediately posterior to Wernicke’s area; positron emission tomography (PET)
studies suggest a link between inactivity in this region of the brain and dyslexia (Horowitz,
Rumsey & Donohue, 1998). Hinshelwood published a book Congenital Word Blindness (1917)
in which he identified a number of characteristics which continue to be true today; he noted that
there seemed to be a disproportionate number of males identified with word blindness,
hypothesized the potential heritability of the disorder and described the difficulty in assessing
word blindness, making cases go undiagnosed. Finally, Hinshelwood asserted that the primary
area of disability was faulty visual memory for words and letters (Hallahan & Mercer, 2013).
Current Perspectives of Learning Disabilities in the United States
Samuel Kirk, considered the originator of the term “Learning Disabilities,” used it first in
his textbook, Educating Exceptional Children (Kirk, 1962). A year later while engaged in a
speaking event regarding perceptually handicapped children, Kirk described learning disabilities
as a manner in which to describe children who, despite average cognitive abilities, were
underperforming academically (Kirk, 1963). Parents and activists at the time were lobbying for
children with average intellect but low achievement to receive additional services in school.
Kirk’s speech inspired the creation of the Association for Children with Learning Disabilities
(ACLD), now known as the LD Association of America (LDA), (Pullen, 2016).
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From the brain-behavior investigation in Europe, researchers from the United States
focused their efforts from an educational perspective, with particular interest in the nature of
perceptual, perceptual-motor and attentional weaknesses associated to the learning difficulty
(Pullen, 2016). It was not until the 1960s and 1970s that LD was officially recognized as a
disabling condition in the American education system (Hallahan & Mercer, 2001). Public Law
94-142, also known as The Education for All Handicapped Children Act, was enacted by
Congress on November 19th, 1975. The law intended that all children with disabilities would
“have a right to education, and to establish a process by which State and local educational
agencies may be held accountable for providing educational services for all handicapped
children” (Harrill, 1993).
Since 1975, Congress has amended and renamed the special education law, which is
currently referred to as the Individual with Disabilities Education Act (IDEA). IDEA is the basic
building block of special education law, eligibility and policies for all students receiving special
education services (Zirkel, 2015). This law has been revised several times since 1975, with the
most recent amendments passed by Congress in December, 2004 and with final regulations
published in August, 2006. IDEA terms a LD as a Specific Learning Disability (SLD). A SLD
is defined as a disorder in one or more of the basic psychological processes involved in
understanding and using language, spoken or written, that may manifest itself in the imperfect
ability to listen, think, speak, read, write, spell or do mathematical calculations, including
conditions such as perceptual disabilities, brain injury, minimal brain dysfunction, dyslexia and
developmental aphasia (2004 reauthorization of the Individual with Disabilities Education Act).
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Reading Disabilities
Of the 2.7 million students identified as LD under IDEA, it is estimated that eighty
percent are diagnosed with a form of reading disability (Cortiella & Horowitz, 2014; Shaywitz,
1998; Shaywitz, 2003). A reading disability is evidenced by difficulties with accurate and/or
fluent word recognition and decoding skills. These deficits impact the person’s ability to reason
with language, such as comprehending and deriving meaning from what is read (Lyon, Shaywitz
& Shaywitz, 2003). Having a LD such as a reading disability, can have dramatic negative effects
on the child’s development and outlook, especially during the impressionable school aged years
(Greenham, 1999; Kuhne & Wiener, 2000; Nabuzoka & Smith, 1993; Wiener, 2004). A
hallmark of a reading disability is the deficits in phonological processing and phonological
awareness (Terry & Scarborough, 2009; Nelson, Benner & Gonzalez, 2005); i.e., the ability to
attend explicitly to the phonological structure of spoken words (Scarborough, 1990).
Although, the specific cause of reading disability is unknown, there is no doubting the
complexity of the disorder. Reading research describes the act of reading as a pathway of many
neurological abilities and skills including memory (Nevo & Breznitz, 2013), semantics (Crisp &
Lambon Ralph, 2006), orthography (Spencer & Hanley, 2004), rapid naming (Kirby, Parrila &
Pfeiffer, 2003), and cognitive processes (Lovett et al., 1994, Wood & Flowers, 1999). Each of
these neurological skills plays a part in the reading process and contributes to the complexity of
reading disabilities and, therefore, the likely complexity of the underlying etiological
mechanisms. In addition the brain based research, family history is one of the most important
risk factors associated with reading disabilities; twenty-three to as much as sixty-five percent of
children with a reading disability have a parent with the disorder (Scarborough, 1990). Rates as
high as forty percent are suggested between siblings with an identified reading disability
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(Pennington & Gilger, 1996). There is also a suggested link between specific chromosomes and
reading disabilities (Fisher & DeFries, 2002).
It is important to tease out the environmental factors associated with reading disabilities.
A child’s environment, both home and school, plays a significant etiological role. Children with
no genetic predisposition for reading problems, but who are raised in environments with little
early literacy stimulation will present with reading problems that are equivalent to the child with
a genetic predisposition (Mathes & Denton, 2002). The impact of poverty on language and
achievement is clearly established; however, even in middle-class families where one or more
parents are poor readers, literacy-related activities are often not emphasized, and their lack
therefore becomes an environmental risk factor (Pennington & Salas, 2009). Instruction is
another critical environmental factor, and modifying instruction to meet the needs of at- risk
readers is imperative. The National Reading Panel Report (NICHD, 2000) has shown that atrisk readers require instructional approaches which are more explicit and more carefully geared
towards the relationship between print and sound (Lonigan & Shanahan, 2009). Multisensory
instructional practices which provide access to balanced literacy instruction have resulted in
higher levels of reading proficiency (Stuebing et al., 2008). Early intervention can decrease the
number of children who fall far behind their peers when they are unable to comprehend printed
language, year after year (Torgensen, Rashotte, & Alexander, 2001).
Diagnosis of Reading Disabilities; Nationwide
Since the 2004 amendments of the IDEA and its 2006 reauthorization, the identification
of students with SLD has been a swirling controversy (Zirkel, 2015). The professional literature
continues to abound with policy perspectives (Kavale & Spaulding, 2008; Francis et al., 2005)
and overlapping implementation issues (Gandhi et al., 2015) with regard to the identification
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process of a specific learning disability (Zirkel, 2015). At present, diagnosing SLD, including
Reading Disabilities, is a challenging task, given the lack of consensus regarding the best and
most comprehensive method for the diagnosis (Berninger, Richards & Abbott, 2015).
Traditionally, a formal diagnosis of SLD has been necessary for students to receive additional
support and funding in the academic classroom to address the areas in which they struggle
(Philpott & Cahill, 2008). Typically, psychologists or other individuals with formal training in
cognitive and academic assessment make this diagnosis by referencing established criteria for
identifying LDs (Fagan & Wise, 2007).
Of issue at present is the number of diagnostic models which exist. Since the 2006
reauthorization of IDEA, there are three recognized methods of identifying SLD: severe
discrepancy (SD), Response to Intervention (RTI) and a pattern of strengths and weaknesses
(PSW) (Togut & Nix, 2012). In addition to these school- based models, the Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition (2013) first included Learning Disorders in
the 3rd manual, adopting the discrepancy model; however, the current edition, the DSM 5,
eliminated the discrepancy model and replaced it with a set of criteria and eliminators (Gerber,
2012). This availability of multiple approaches to LD identification has been identified as highly
problematic (Harrison & Holmes, 2012), with research supporting LD identification as method
contingent, meaning who receives a diagnosis depends on the identification method employed
(Maki, Floyd & Roberson, 2015).
Diagnosis of Reading Disabilities; New Jersey
The present study is taking place in New Jersey in which special education practices are
regulated through legislation called the New Jersey Administrative Code 6A;14 (N.J.A.C.
6A:14). N.J.A.C. 6A:14 describes LD as a Specific Learning Disability (SLD) and means a
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disorder in one or more of the basic psychological processes involved in understanding or using
language, spoken or written, that may manifest itself in an imperfect ability to listen, think,
speak, read, write, spell, or to do mathematical calculations, including conditions such as
perceptual disabilities, brain injury, minimal brain dysfunction, dyslexia, and developmental
aphasia. The SLD is evidenced in a deficit in one or more of the following areas; (1) Basic
reading skills; (2) Reading comprehension; (3) Oral expression; (4) Listening comprehension;
(5) Mathematical calculation; (6) Mathematical problem solving; (7) Written expression; and (8)
Reading fluency.
N.J.A.C. 6A:14 mandates that a SLD can be determined in two ways, discrepancy model
and response to intervention (RTI). The discrepancy model is an approach that has been used
since the inception of assessments of LD, beginning in the late 20th century (Jensen, 1998).
Discrepancy analysis has been the leading conceptualization of the criteria for learning
disabilities, including reading disability, since 1977 (Zirkel, 2015). The discrepancy model
emphasizes the use of norm- referenced academic and cognitive assessments to investigate
whether or not there is a significant discrepancy between the student’s academic output and
cognitive ability (Kavale, 2005). The prevailing conception of a learning disability as a
condition wherein a student’s intellectual capacity is significantly greater than the student’s
academic achievement is indicative of a disability (Bradley, Danielson & Hallahan, 2001). The
theoretical concept of using a mathematical discrepancy between a person’s intellect (IQ) and
academic achievement had been used since the 1920s in research (Monroe, 1928; Monroe, 1932)
but was set into law in 1977 by U.S. Office of Education, based on the Rutter and Yule (1975)
study involving the research of what was termed at the time, reading retardation (Fletcher, 2009).
Using this model, children are eligible for special education as learning disabled if their
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academic achievement test scores are in some degree below their assessed intellectual ability.
The amount of the difference or discrepancy between academics and intellect varies from state to
state; however, the discrepancy model continues to be used in some form by most schools in the
country (Mercer, Jordan, Allsop and Mercer, 1996). When originally proposed, the discrepancy
model was consistent with studies suggesting that an IQ academic discrepancy demarcated a
specific type of reading disability (Rutter & Yule, 1975). However, from its inception, the
discrepancy model has been problematic with respect to early identification (Speece, 2002); it
has been inconsistent across practitioners (Gresham, MacMillian & Bocian, 1996) and has little
scientific basis for the approach (Francis, Fletcher, & Stuebing, 2005; Stuebing, Fletcher,
LeDoux, Lyon, Shaywitz, & Shaywitz, 2005)
The second model in determining what constitutes an SLD in New Jersey is called
Response to Intervention (RTI). RTI was adopted as a result of research criticizing the
discrepancy model. The RTI model emphasizes evidence-based intervention at varying levels of
intensity (Snyder et al., 2008). Students who continue to struggle academically despite tiered
levels of increasingly concentrated interventions within a suspected SLD category are suggested
to show evidence of SLD (Berninger & O’Malley May, 2011). RTI is a tiered intervention
approach that identifies struggling students with LD based on their responses to high quality,
evidenced-based instruction (Fuchs & Fuchs, 2007). The RTI model’s premise is that children
who have a LD will perform poorly to validated interventions within a tiered system, with each
successive tier providing more intense instruction and intervention (Fuchs & Fuchs, 2006). Most
RTI models employ a three tiered system, the first layer representing general education, the
second representing struggling students and the third and final layer representing special
education students (Al Otaiba & Fuchs, 2006). Advantages of the RTI model include earlier
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identification, as opposed to the “wait and see” approach of the discrepancy model, a stronger
focus on prevention of academic problems and progress assessment with clear implications for
academic programming (Vaughn & Fuchs, 2003).
Evidence Based Reading Interventions
Intense and preferably early reading remediation instruction can improve reading skills in
reading disabled populations (Scammacca et al., 2016). Evidence-based reading intervention
programs often use multi-sensory, whole language approaches, and several studies have shown
that these programs can “normalize” reading pathways in the brain (Keller & Just, 2009; Simos
et al., 2002). In the 1920s, Grace Fernald was considered the first researcher to advocate for a
multisensory approach to reading intervention, employing visual-auditory-kinesthetic-tactual
(VAKT) multisensory approach to teaching reading (Fernald & Keller, 1921). Fernald believed
those with average intelligence could be taught the individual skills essential to reading (Fernald,
1943).
The person most closely associated to the multisensory approach to reading instruction in
the United States was Samuel Orton (Hallahan and Mercer, 2001). Orton differed from the
VAKT approach because he emphasized breaking down words into phonemes and sounding out
each letter and word, whereas Fernald and Keller’s approach focused on whole word learning
(Hallahan and Mercer, 2001; Swanson, Harris, Graham, 2013). Orton, using contemporary
intelligence assessments of his time, was able to find objective data furthering research,
suggesting that reading difficulties were evident in children with normal intelligence (Hallahan
and Mercer, 2001). Orton’s clinical observations also suggested skepticism about the intellectual
assessments of the time which provided accurate measures of children with reading disabilities,
an issue which contemporarily evokes caution for discrepancy models of reading disability
classification (Hallahan and Mercer, 2001). In Orton’s words, “I was strongly impressed with
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the feeling that this estimate did not do justice to the boy’s mental equipment, and that the low
rating was to be explained by the fact that the test is inadequate to gage the equipment in a case
of such a special disability” (Orton, 1925, p. 584.)
Orton emphasized the idea that teaching letter sounds was not sufficient and stressed the
need to teach sound blending (Hallahan & Mercer, 2001). At the time, reading instruction was
relying on sight reading and Orton’s approach emphasized phonics instruction for those who
struggled with reading. In order to do so, as did Fernald before him, Orton emphasized a
multisensory approach. Today, the Orton-Gillingham approach continues to be a widely
practiced remedial approach to reading instruction and has influenced many other contemporary
reading interventions (Hallahan & Mercer, 2001).
READ180
READ 180 is a comprehensive reading intervention program for struggling readers. It is
designed to improve both their motivation to read and their comprehension skills (Kim,
Capotosto, Hartry, & Fitzgerald, 2011). The program is the most thoroughly researched and
widely tested program for the treatment of adolescent reading difficulty in the world (Rakestraw,
2013). Its effectiveness has been documented by the Institute of Educational Sciences What
Works Clearinghouse, the National Center on Response to Intervention (NCRTI), the Best
Evidence Encyclopedia published by Johns Hopkins, the Harvard Review of Education, and
other peer-reviewed journals (Nave, 2007). READ 180 has been found to improve reading
comprehension skills significantly of at-risk children and adolescents (Caggiano, 2007).
Evidence of improved reading fluency and accuracy was found in a sample of 300 low socioeconomic status middle school students (Visher & Hartry, 2007). Participants in READ 180
showed gains on school-based exams as compared with non-participants (White, Williams &
Haslem, 2005). Finally, Lange et al. (2009) researched the impact of several reading
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interventions including READ 180 and found that students using READ 180 made significantly
greater gains compared with students enrolled in other programs.
READ 180 was developed by Dr. Ted Hasselbring, a professor of Special Education at
Vanderbilt University, with the intention to develop a computerized reading intervention
program. READ 180 now serves more than one million students per day in the United States
(Kim, Capotosto, Hartry, & Fitzgerald, 2011). The program is based on a blended, multisensory
instructional model of instruction (Campbell, 2006). The first stage of the READ 180 program is
the Scholastic Reading Inventory (SRI), an assessment which directs the appropriate level of
instruction for the student. The SRI is also used as a progress monitoring tool as the student
follows the READ 180 program. Each READ 180 class has 4 sections. The first is whole-group
instruction, in which the entire classroom explores curricular topics in an interactive workbook
called the rBook. The whole group component is intended to ensure engagement, mastery of key
academic vocabulary and development of comprehension strategies. The second component is
small-group instruction, during which the student works with the teacher on identified areas of
weakness with reading strategies intended to strengthen analysis, evaluation and synthesis skills.
The third component is instructional software, in which the students are placed into the
appropriate level or “proximal zone of development.” The student engages the instructional
software independently and is guided through an instructional video and five learning zones;
Reading Zone, Word Zone, Spelling Zone, Success Zone and Writing Zone. The student’s
responses are translated into reports available to the READ 180 facilitator; these guide small
group instruction. The final component of READ 180 is independent reading, during which
students are provided daily opportunities to engage with high interest, non-fiction materials.
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Metacognitive and Emotional Reasoning Links to Reading
The majority of reading disabilities research has focused on the cause and expression of
the disability, particularly phonological processing, decoding and comprehension weaknesses.
However, there is an increased focus in research to link a student’s ability to engage in selfregulation and regulate learning through metacognitive processes (Metcalfe, 2000). Selfregulation is defined as the extent to which learners are “metacognitively, motivationally and
behaviorally active participants in their own learning processes” (Zimmerman, 1986).
Metacognition, or the act of “thinking about thinking” or “cognition about cognition,”
emphasizes the participant’s involvement in monitoring and controlling various cognitive
activities (Koriat, 2007). Research has found evidence that children without deficits in reading
demonstrate more metacognitive knowledge than children with reading deficits (Baker & Beall,
2009). Reading research has also shown that reading ability improves through strategy
instruction (Gersten, Fuchs, Williams & Baker, 2001).
When the automaticity of reading is weakened by the reading disability, requiring the
individual to increase focal attention on the act of reading, resources which would otherwise be
available for metacognitive monitoring and control may be potentially reduced (Furnes &
Norman, 2015). Thus, metacognitive weaknesses could be seen as a consequence of reading
disabilities (Roth, 2008). Research does not suggest a weakness in metacognition is the etiologic
cause of reading disabilities (Furnes & Norman, 2015). However, research has demonstrated
that dyslexic and reading disabled populations benefit from cognitive and behavioral
metacognitive strategies are particularly beneficial in reading comprehension (Fidler & Everatt,
2012).
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History of Cognitive Behavioral Therapy (CBT)
CBT emerged from psychoanalytic therapies which dominated the field of psychology
until the 1960s. At this time, some clinicians trained in psychoanalysis were questioning the
length of time and effectiveness of psychodynamic therapy and were searching for new ways to
treat their patients’ mental health afflictions (Benjamin et al., 2011). Psychoanalysis focuses on
the therapist probing past behavior as well as the unconscious and subconscious impulses within
the mind of the patient. The goal is for the patient to gain awareness and identify why and how
unconscious behavioral patterns influence behavior. However, the therapy was long term, often
resulting in years in treatment and necessitating sessions multiple times a week (Benjamin et al.,
2011). Both psychoanalysis and CBT are rooted in bringing to light the meaning behind
thoughts and behaviors; however, CBT differs from psychoanalysis in focusing first on
identifying and evaluating conscious thoughts and behaviors, working collaboratively to
decrease or shift the irrational thoughts maintaining the behaviors and working inward toward
unconscious core beliefs and schema.
CBT has its roots in Behaviorism and Behaviorist psychology, which many historians
believe was the dominant force in the creation of modern American psychology (Shultz &
Shultz, 2015). Behaviorism drew from classic and operant conditioning which emphasized
behavioral strategies to decrease undesired traits. Shultz and Shultz note that behaviorism
deemphasized the role of the conscious mind and focused on conditioned-unconditioned reflexes
and stimulus-response reactions (Shultz & Shultz, 2015). Behaviorist psychology continues to
influence many aspects of the practice of psychology; however, a shift incorporating cognitive
therapy began to occur in the 1970s. Clinicians began to investigate and evaluate the internal
self-talk and thought processes of their clients, in addition to the resulting behaviors
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(Meichenbaum & Goodman, 1971). This allowed the clinician to view both the behavior and
cognitions of their clients as targets and mechanisms for change. By incorporating the clients’
thought processes, therapies became broader and were viewed as more effective (Benjamin et al.,
2011).
Albert Ellis was at the forefront of this movement, referred to as “the cognitive
revolution” (Dember, 1974). Ellis believed healthy feelings stemmed from functional and
rational beliefs, whereas unhealthy feelings stemmed from the patient’s choice of making
himself or herself feel unhealthy or neurotically panicked, depressed, horrified or enraged (Ellis,
1994). Ellis developed what was originally termed “rational psychotherapy” (Ellis, 1958), which
is now referred to as Rational Emotive Behavioral Therapy (REBT) (Ellis, 1994); it is a goal
directed treatment method which emphasized a practical approach to dealing with life’s problems
(Benjamin et al., 2011). The Greek philosopher Epictetus observed, “What upsets people are not
the things themselves but their judgements about the things,” and this concept is a major tenet of
REBT and cognitive therapy (Costache, 2015). Originally trained as a psychoanalyst, Ellis
created REBT, based on the ABC cognitive model: (A) the events in a person’s life become the
activating event, (B) the person interprets the events with (C) the resulting consequences of
feelings and behaviors (Ellis, 1958). The consequences are not solely emotional but also
cognitive-behavioral and physiological and, if irrational, can lead to emotional disturbance (Ellis,
1962).
Ellis believed irrational beliefs are inherent to many mental health conditions, and, as a
consequence of holding irrational beliefs, people developed unhealthy emotions, dysfunctional
behaviors and psychological disturbance (Ellis, 1994). Ellis described a belief as irrational when
it is illogical, rigid and inconsistent with reality. By investigating and debating their irrational
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beliefs, patients can acquire more rational and realistic ways of thinking and thus greater
acceptance of self. In his earlier work, Ellis suggested evidence for eleven types of common
irrational beliefs (Ellis, 1962). The eleven have been synthesized into four main categories: (1)
demandingness, (2) awfulizing, (3) low frustration tolerance, and (4) global evaluation/self or
other-downing (David, Eva & Macavei, 2005). These irrational beliefs can be related to people’s
performances, their search for comfort and how they interact with others and can denote
themselves, others or life at large (David, Eva & Macavei, 2005). The goal in REBT is to
identify and evaluate the negative emotions and, through cognitive intervention, shift these
unhealthy negative emotions into healthy negative emotions (Collard & O’Kelly, 2011). For
example, Ellis shared the idea that REBT conceptualizes depressed people as commanding that
their extreme sadness (which may be based on a real loss and therefore quite legitimate) must not
exist because they are unhealthy, making themselves depressed. It consequently tries to help
these individuals remain sad or grieving but surrender their unconstructive, self-defeating feeling
of depression (Beck, 1993).
Like Ellis, Alfred T. Beck was a trained psychoanalyst who, in the 1950s, began to
question the practices and treatment of psychoanalysis (Beck, 2011). Beck criticized the
psychoanalytic conceptualization of depression as the result of internalized hatred of the self.
Through a series of experiments, Beck came to the hypothesis that depressed patients displayed a
negative bias in their interpretation of the events around them as well as in their thinking (Beck,
1964). Beck found evidence that the depressed patients had negative “automatic thoughts,”
which were verbal or imaginal in nature and which were spontaneous and at times unconscious
regarding themselves, their worlds and their future (Beck, 1964). Beck found focusing on
solving current, conscious problems while engaging in collaborative empiricism (jointly
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investigating the utility and accuracy of the patient’s automatic thoughts) was advantageous
when compared with psychoanalytic free association to improve the patients’ moods, behaviors,
and thought processes (Beck, 1979).
At the heart of Beck’s theoretical foundation of mental health treatment is the cognitive
model, which represents the bidirectional relationship between our perceptions, our thoughts and
our behaviors (Beck, 1979). Beck’s theories emphasize clinical investigation into how
individuals think in various situations and what they believe about themselves, their world, their
past and their future in moments of distress (Beck, 1979). Beck theorized three levels of belief
systems stemming from a person’s interpretation of perceptions, thoughts and behaviors:
automatic thoughts, conditional beliefs and core beliefs. A tenet of Beck’s theories is the belief
that psychological disorders are characterized by cognitive distortions, which are patterns of
dysfunctional thinking. Examples of these patterns are all or nothing thinking (dichotomous,
seeing things only in black and white), overgeneralization of negative events, biased thinking
(dwelling on negatives, ignoring the positives), jumping to conclusions (assuming things will
turn out badly) and personalization (assuming it is one’s entire fault), amongst others (Beck,
1979). Beck’s psychotherapeutic framework aims to raise the awareness of cognitive distortions
and dysfunctional thinking processes through various activities in an effort to shift the client’s
thinking to more adaptable levels of cognition (Beck, 1964).
Cognitive Behavioral Therapy and Adolescents
Adolescence is a pivotal stage of development which bridges the period between
childhood and adulthood. Adolescence is characterized by more biological, psychological, and
social role changes than any other stage of life except infancy (Feldman & Elliott, 1990;
Steinberg, 2005). “Change” is the defining feature of the adolescent period, and there is
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considerable variability across individuals with respect to their experiences of onset, duration,
and intensity of changes during this transitional developmental stage. Furthermore, there are two
transition points during this single developmental period: the transition from childhood to
adolescence and second from late adolescence to adulthood (Steinberg, 2005). Given the
multitude and intensity of these changes, it is not surprising that research has suggested
significant changes in the types and frequency of psychological disorders that are manifested
during adolescence, as compared with childhood (Cicchetti & Rogosch, 2002; Holmbeck,
Friedman, Abad, & Jandasek, 2006).
Although CBT was originally developed for adult populations, CBT has been empirically
researched and found to be effective in children and adolescent populations (Carr, 2000;
Friedberg & McClure, 2002; Kendall, 2000). The literature on Cognitive Behavioral Therapy as
a therapeutic intervention for adolescents is now represented and validated through numerous
studies, journals and textbooks to guide the practice for this age group (Holmbeck & Kendall,
2002). Despite such attention, it is also noteworthy that there are roughly twice as many
published treatment outcome studies on children versus those on adolescents, even though there
are somewhat higher rates of psychopathology during adolescence, which also suggest a greater
need for this intervention (Weisz & Hawley, 2002). The practice of CBT with the adolescent
population has grown from a relatively small number of psychopathologies (Weisz & Hawley,
2002) to an evidence-based treatment for a multitude of psychiatric conditions which are
relatively common during adolescence (Butler, Chapman, Forman, & Beck, 2006).
Cognitive Behavioral Therapy: Group Settings
Group therapy can often be a useful context when doing CBT with adolescents (Butler,
Chapman, Forman, & Beck, 2006). Because peers play an important role in shaping adolescent
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psychosocial development, group therapy with adolescents can be an effective means of
challenging maladaptive patterns of thinking and behaving as well as a powerful source of
reinforcement for adaptive psychosocial skills (Steinberg, 2005). The significance of peer
relationships makes group treatment a natural and effective intervention for children and
adolescents (Berkovitz & Sugar, 1986). Group treatment provides a peer group for alienated
children and youths and helps develop assertiveness, altruistic behavior and other social
competencies (Berkovitz & Sugar, 1986). Benefits also include the opportunity to experience
support, acceptance and safety among peers and also, situations in which to practice preferred
behaviors (Berkovitz & Sugar, 1986).
Cognitive Behavioral Therapy: Within the School System
Because schools are the primary setting for social development, school-based
interventions conveniently reach students who may not otherwise obtain services or who are
likely to drop out (Berkowitz, 1989). Researcher have maintained that not only should we be
interested in the school’s impact on cognition and achievement but also that we also should
examine the role of the school environment in the development of an adolescent’s personality,
values and social relationships (Entwisle, 1990). Increasingly, group interventions such as taskoriented learning groups and counseling groups to address problem areas are provided for
children and adolescents in the schools (Akos, 2000). Berkovitz maintained that “the use of
group counseling in the schools represents one of the important preventative mental health
measures for children and adolescents” (1989, p. 119).
Cognitive Behavioral Therapy and Learning Disabilities
Cognitive Behavioral Therapy (CBT) makes the assumption that psychological problems
are at least partially caused by cognitive dysfunctions, and that psychological well-being can be
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improved by teaching new and more adaptive ways of thinking (Kroese, 1997). Individuals with
learning disabilities, including those with reading disabilities or dyslexia, are more likely than
the general population to experience psychological problems and consequently have a greater
need for psychotherapeutic treatment (Sevin & Matson, 1994). Children and adolescents who
have learning disabilities are more likely to report symptoms of anxiety and depression when
compared with peers without disabilities (Hernandez, Hodges, Miller & Simpson, 2000). As
previously mentioned, cognitive behavioral therapy is an evidenced-based treatment model for
many mental health conditions that impact the school age population (Kendall & Hedtke, 2006).
However, due to the “therapeutic disdain” (Bender, 1993) which, until recently, limited the
availability of these methods to learning disabled populations, the development and evaluation of
treatment for people with learning disabilities and mental health problems has been slow (Hatton,
2002).
Traditionally, learning disabled populations have received predominantly
psychopharmacological or behavioral interventions and have not been widely exposed to
cognitive therapies (Willner, 2006). The evidence of the effectiveness of CBT in people with
learning disabilities is limited, consisting largely of case studies (Willner, 2006). There are
inherent challenges in adapting cognitive therapy to a population with cognitive deficits such as
determining the level of communication skills or the cognitive abilities to engage in treatment
(Hatton, 2002). However, case-based literature describes successful outcomes for CBT in small
numbers of participants with mild-to-moderate learning disabilities, such as improving anger
management, anxiety, depression, self-esteem and problem-solving (Kroese, 1997).
CBT has been successfully applied to single cases of learning disabled clients with the
target behavior of depression (Lindsay, Howell & Pitcaithly, 1993) and anxiety (Lindsay &
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Walker, 1999). In each study, the researchers considerably revised and tailored CBT to meet the
cognitive deficits of the learning disabled client, yet maintained the essential components,
principles and procedures as developed by Beck et al. (1979). Rose, West & Clifford (2000) and
Willner et al. (2013) reported successfully reducing aggression in learning disabilities case
studies similarly by adapting the methodology of treatment to meet the abilities of their clients.
These studies included a range of self-report and observer outcome measures with reasonably
long follow- ups and suggest that CBT can be effectively adapted for use with people with
learning disabilities. However, methodological limitations including small sample sizes and the
lack of control groups or randomization constrain their generalizability.
Mishna and Muskat (2004) researched the effectiveness of group counseling led by
mental health professionals within the school system on at-risk students with learning
disabilities. Two of the goals were to improve the students’ psychosocial functioning and
increase their understanding of their learning disabilities. Twenty-one participants ranging from
ten to fourteen years old were placed into four different groups and received group-based
counseling within the school, over the course of thirteen sessions. Pre- and post-intervention
assessments in the form of questionnaires were utilized, and analysis of data suggested that the
participants displayed significantly less externalizing problem behavior and total problem
behavior after participating in the group. Qualitative interviews suggested that many participants
reported increased confidence in social situations, found it useful to discuss problems and
express feelings and felt a sense of acceptance and understanding of their learning disabilities.
Few studies have analyzed the possibility of improving reading abilities by means of
applying CBT. Zafiropoulou and Mati-Zissi (2004) studied the interaction among cognitive,
metacognitive, emotional factors and scholastic performance. Twenty primary school boys and
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girls with reading disabilities were presented with a multi-dimensional cognitive behavioral
program within the school for one year. The program first educated children, parents and
teachers to form realistic perceptions of what a reading disability is. Second, the program
provided participants with cognitive strategies for problem solving and organizing tactics to
overcome the reading challenges. Results suggest the program had a positive effect on student
behaviors. Learning rates improved, motivation improved and metacognitive strategies such as
self-regulation improved in all twenty participants (Zafiropoulou & Mati-Zissi, 2004).
Perkins and Fischetti (2012) co-wrote a chapter entitled “Children with Learning
Disabilities School-Based Cognitive Behavioral Interventions” within the book CognitiveBehavioral Interventions in Educational Settings; A Handbook for Practice (Mennuti, Christner
& Freeman, 2006). The chapter is devoted to the CBT conceptualization of learning disabilities
and offers interventions to alleviate the proposed secondary symptoms of the LD, such as the
thoughts and feelings which occur as a result of being disabled. The chapter notes the
complexity of what it is that constitutes a learning disability as well as the scarcity of literature
researching cognitive behavioral treatment as a treatment for children and adolescents who fall
within this educational classification. Like Perkins and Fischetti’s research from 2012, current
electronic searches for cognitive behavioral interventions with learning disabilities yielded eight
sources, most of which involve adults with intellectual disabilities or individual cases involving
school-aged students with a comorbid diagnosis of anxiety or depression. The chapter also
details the need to amend CBT methodologies in order to meet the cognitive deficits of the LD
population.
Perkins and Fischetti’s CBT conceptualization theorizes, as with anxious, angry or
depressed youth, cognitive distortions will impact the thought processes of LD populations.
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Within these cognitive distortions, there are theoretically accurate thoughts of the separation
from their typical peers because of the disability. However, as with anxious and ADHD
populations, the impact of the disability may mean that there are then cognitive distortions when
responding to demands which are not impacted by a LD, such as poor task or social problem
solving, sluggish or impulsive response time and information processing errors (DuPaul et al.,
2006). There is also great potential for the thought, “I am disabled,” to manifest into schemas or
beliefs such as, “I cannot do anything right”, or “I am worthless”, or “I am a failure.” These
irrational, distorted belief systems can then manifest into the emotional and behavioral responses
of anxiousness, disengagement, inattention or acting out. However, given the developmental
stages of children and adolescents, these theoretical beliefs are likely changeable and highly
dependent on the context of the situation. Thus, Perkins and Fischetti’s conceptualization of a
LD individual involves a dynamic understanding of the bidirectional relationship between
thoughts, feelings and behaviors that occur as a result of having a LD in the school environment.
Due to the lack of literature researching CBT and learning disabilities, a treatment
approach for the LD population will be based on components that are evidenced-based for other
populations. Perkins and Fischetti suggested following the principles outlined by Fletcher et al.
(2007) in order to determine behavioral and social/emotional interventions for the LD
population. Fletcher et al. suggested an explicit and structured approach, allowances for frequent
review of skills, sufficient time to practice the skills, integrating skills in real-world situations
and a solid understanding of what skills need to be taught. Based on these guidelines, Perkins
and Fischetti recommended explicit psychoeducation about the nature of the learning disability
as a first step in treatment planning and intervention. Psychoeducation is an empirically
evidenced-based common intervention employed in CBT (Friedburg & McClure, 2002).
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Critically examining the facts and perhaps more importantly the myths of LD can highlight
individual strengths and introduce the LD population to highly successful adults, past and
present, who were diagnosed as LD. Psychoeducation will also be provided on the cognitive
model and the CBT cornerstone of the bidirectional connection between situations, thoughts and
behaviors, utilizing specific academic and school-based situations to which the LD population is
exposed on a regular basis. Psychoeducation on cognitive distortions (Beck, 1969) is an
evidenced-based treatment for anxious and depressed youth and will also be provided to the LD
population. Cognitive restructuring of the internal self-talk dialogue of the LD population to
more adaptive thoughts will be a component of the treatment; this is an evidenced-based
intervention (Friedburg, & McClure, 2002). Perkins and Fischetti outlined a twelve-session CBT
program (Appendix 7) for LD populations. The program was administered to an individual case
study and outlined within their chapter. The individual case study evidenced diminishing
negative self-statements from pre- to post-intervention.
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Methodology
Recruitment of Participants
Potential participants were students exhibiting the most intense reading deficits, who
were enrolled at the Memorial High School, located in Millville, NJ. Each participant was either
a freshmen or sophomore in high school and was between the ages of fourteen to sixteen years
old. Each participant was a special education student receiving the reading intervention of
READ 180, as directed by each participant’s individual education plan, daily for ninety minutes
from the same special education teacher.

At the time of the study, there were thirty-three

students receiving READ 180.
Inclusion Criteria
Participants were identified as special education students eligible for special education
under one or more of the following eligibility categories as determined by the New Jersey
Special Education Code:
1. Specific Learning Disabled (SLD), which corresponds to a significant deficit in one or
more of the following areas: oral expression, listening comprehension, written
expression, basic reading skills, reading fluency skills, reading comprehension,
mathematics calculation and/or mathematics problem solving
2. Other Health Impairment (OHI), which means a disability characterized by having
limited strength, vitality or alertness, such as attention deficit hyperactivity disorder, a
heart condition, epilepsy or Tourette’s Syndrome.
3. Communication Impaired, which means a language disorder in the areas of morphology,
syntax, semantics and/or pragmatics/discourse which adversely affects a student's
educational performance and is not due primarily to an auditory impairment
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Participants had identified reading deficits, and each participant had an Individualized
Education Plan (IEP). Participants were receiving the READ 180 as directed by the participant’s
IEP. Participants were not currently diagnosed or treated for mental health conditions such as
anxiety or depression nor had they received a diagnosis or treatment in the past. Participants
were meeting the Millville district’s expectations for attendance in school and attendance within
the classroom. The participant’s parent/guardian(s) consented to allow their child to participate
in the study. The participants themselves assented to participation in the study.
Exclusion Criteria
Participants not attending the Memorial High School in Millville, NJ were excluded.
General education students were excluded. Participants receiving special education services due
to a classification of Emotionally Disturbed, Auditory Impairment, Autism, and Intellectual
Disability and/or have a diagnosis of Anxiety or Depression were excluded. Participants
previously diagnosed and/or treated for Anxiety or Depression were excluded. Participants who
did not exhibit a reading deficit were excluded from the study. Participants not receiving READ
180 were excluded from the study. Participants not meeting the Millville district’s expectations
for attendance in school and attendance within the classroom were excluded. Participants whose
parent/guardian(s) did not provide consent to the study were excluded from the study.
Participants who did not assent to participation in the study are excluded.
Screening
Peter Arsenault, the Responsible Investigator, who conducted the screening for the study.
had extensive knowledge of all special education students as the School Psychologist assigned to
Memorial High School and responsible for reviewing special education records, proctoring
special education meetings, consulting with staff and students and performing academic and
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cognitive evaluations as part of special education students’ re-evaluation process. Mr. Arsenault
also had a caseload of thirty students for whom he was responsible for delivering counseling
services, as directed by the IEPs of students who receive this related service.
The first step in screening of participants was to review shelf data of all students
receiving READ 180, including special education records and history, current and past psychoeducational assessments, social assessments including medical histories, current and past state
standardized assessments, current and past READ 180 progress monitoring standardized reading
inventories and, finally, student records to gauge attendance. The intent of the shelf data review
was to identify the pool of participants with the most intense reading deficits who also meet the
inclusion criteria. After a pool of participants was identified, Peter Arsenault created a
hierarchical list of students in the order of those with the most significant reading deficits. In this
order, parents/guardians were contacted via phone by Mr. Arsenault and alerted to the purpose,
nature and candidacy of their child for participation in the study.
Materials
Materials included a script to describe the study and process to parent/guardians
(Appendix A), script to describe the study and process to participants (Appendix B), participant
assent form (Appendix C) as well as the following:
Piers-Harris Children’s Self-Concept Scale – Second Edition
The Piers-Harris Children’s Self-Concept Scale – Second Edition (Piers & Herzberg,
2002) is widely used in both schools and in clinics. It is often administered as routine classroom
screening to identify children who might benefit from further evaluation. It is commonly used in
clinical settings to determine specific areas of conflict, typical coping and defense mechanisms,

COGNITIVE THERAPY FOR LEARNING DISABILITIES

34

in addition to appropriate intervention techniques. Assessment, which takes approximately ten
minutes is in the form of a questionnaire in which participants indicate whether or not each item
applies to them by selecting a “Yes” or “No” response. The instrument is written on a second
grade reading level. Examples of items include, “I like the way I look” and “I do well in
school.”
Resiliency Scales for Children & Adolescents – A Profile of Personal Strengths
The Resiliency Scales for Children & Adolescents – A Profile of Personal Strengths
(RSCA) (Prince-Embury, 2006) measures the personal attributes of the child and adolescent that
is critical for resiliency. The RSCA scales are composed of three stand-alone, global scales of
twenty to twenty-four questions, each measuring optimism, self-efficacy, adaptability, trust,
support, comfort, tolerance, sensitivity, recovery and impairment. The three scales, written on a
third grade reading level, will take approximately fifteen minutes, in their entirety, to complete.
Participants indicate whether or not each item applies to them by selecting “never,”
“sometimes,” “often” or “almost always.” Examples of items of the RSCA are, “I feel supported
by my teachers, family and friends” and “Things bother me.”
Gray Oral Reading Tests – Fifth Edition (GORT-5)
The Gray Oral Reading Tests, fifth edition (GORT-5) (Wiederholt & Bryant, 2012) was
designed to aid in the identification of struggling readers and their areas of strengths and
weaknesses in order to create interventions. In particular to the current study, the GORT-5 was
also designed to document reading progress as a result of specific reading interventions and to
serve as a research tool in measuring reading abilities. It is an individually administered, norm‐
referenced assessment designed to measure oral reading fluency and comprehension in six to
twenty-three years, eleven month old individuals. The GORT-5 individually assesses reading
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Rate (length of time to read a story aloud), Accuracy (number of words stated correctly when
reading the passage), Fluency (a combination of rate and accuracy) and Comprehension
(answering questions based on read material). Reliability and validity evidence are strong and
provide evidence across varying representative samples (Wiederholt & Bryant, 2012). The
GORT-5 is a thorough oral reading assessment with sound psychometric properties and provides
valuable information for researchers (Hall & Tannenbaum, 2012).
It is important to highlight to the reader that the present study abandoned the GORT-5’s
psychometric properties of translating raw scores into percentile rankings and standard scores.
Standard scores were found to lack sensitivity to anticipated changes pre and post intervention.
The raw scores of the GORT-5 were used to describe the changes in a fashion more consistent
with a curriculum based measurement rather than a norm referenced measurement. The GORT-5
Form A was administered as the pre-assessment, and the GORT-5 B was administered as the
post- assessment. Form A and Form B mirror each other in word length, vocabulary and
complexity.
READ180
All participants received the reading intervention of READ 180 daily for ninety minutes
throughout the study. READ 180 is a mixed-method, remedial reading curriculum designed to
improve a range of reading deficiencies for students in grades four to twelve (Hasselbring &
Goin, 2004). The READ 180 program model includes ninety minutes of daily instruction,
comprising mixed methods. The mixed methods begin with a whole group lesson led by the
teacher; subsequently, the class is divided into three rotations of 1) small group instruction led by
the teacher, 2) independent reading and 3) independent use of a computerized software program.
The software program, designed by Dr. Ted Hasselbring and colleagues at Vanderbilt University,
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was designed to individualize and differentiate computerized reading instruction based on the
student’s performance. The prototype for what is now called READ 180 was initiated in Orange
County, Florida’s public school system through a partnership with Vanderbilt University; it was
administered to thousands of identified struggling readers and achieved dramatic results
(Campbell, 2006).
The READ 180 program is one of the most thoroughly researched and tested programs
for the treatment of adolescent reading difficulty in the world (Clearinghouse, 2007). Its
effectiveness has been documented by the Institute of Educational Sciences What Works
Clearinghouse, the National Center on Response to Intervention (NCRTI), the Best Evidence
Encyclopedia and the Harvard Review of Education (Clearinghouse, 2007). READ 180 has
been found to be an empirically evidenced reading intervention (Haslam, White, & Klinge, 2006;
Lang, Torgesen, Petscher, Vogel, Chanter, & Lefsky, 2009; White, Haslam, & Hewes, 2006).
LD CBT
The LD CBT (Appendix D) was created by the current researcher from multiple CBT
resources, including; Cognitive-Behavioral Interventions in Educational Settings, Second Edition
(Mennuti, Freeman, & Christner, 2006); Cognitive Therapy for Adolescents in School Settings
(Creed, Reisweber & Beck, 2011); Cognitive Therapy Techniques for Children and Adolescents;
Tools for Enhancing Practice (Friedberg, McClure & Garcia, 2009) as well as the current
researcher’s extensive experience working with adolescents with LD over the past fifteen years.
The LD CBT was conceptualized to be a manualized treatment which could be implemented
within the school setting by various practitioners. The LD CBT is not intended to replace
evidence based reading interventions. The LD CBT treatment is intended to be a supplemental
intervention for adolescents with learning disabilities. As previously noted, remedial strategies
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and evidence based reading interventions are necessary for children and adolescents with
learning disabilities. However, current reading interventions focus primarily on the behavioral
skills of teaching and improving decoding, fluency and comprehension, yet neglect to treat the
emotional symptoms of having a LD directly, despite overwhelming evidence of the anxious and
depressive symptomology of this population (Maag & Reid, 2006; Schatz & Rostain, 2006).
CBT is an evidence-based treatment for anxiety and depression. Thus, the LD CBT is intended
to provide therapeutic cognitive and behavioral strategies, similar to anxiety and depression
treatments.
For example, the CBT conceptualization treatment for anxiety is to provide relief from
the irrational thoughts associated with the anxiety (i.e. the tendency to interpret situations as far
more dangerous, harmful or important than they are; the belief that one’s performance must be
perfect or the result will be a total failure). These irrational thoughts shape the anxiety
population’s views and behaviors. The LD CBT was created to provide treatment for the LD
population’s theorized irrational views of themselves regarding their academic deficits (i.e. I am
a failure because I can’t read as well as the other kids). Theoretically, the depressive and
anxious symptomology associated to the LD may be diminishing the effects of the reading
intervention. However, if the LD population was provided with evidenced-based treatments
rooted in CBT such as psychoeducation on the cognitive model, identifying and evaluated
thinking traps, rational analysis, somatic management training and goal setting, possibilities that
not only the academic skills might be enhanced, but also emotional factors such as self-concept
and resiliency.
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Procedures
1. The researcher identified the pool of participants, utilizing the inclusion criteria.
2. In order, participants with most significant reading deficits were invited to participate
in the study.
3. The researcher contacted each parent/guardian via phone and utilized a script
(Appendix A).
4. Parents/guardians were invited to consent to participation by signing the IRB
parental/guardian consent.
5. The lead researcher retained a signed copy of the parental/guardian consent.
6. The lead researcher scheduled an appointment with the participant. The lead
researcher read from a script (Appendix B) describing the nature and scope of the
study. The participant was presented with the participant assent form (Appendix C)
and invited to participate in the study.
7. Each participant was scheduled for an individual assessment and administered the
following:
a.

Gray Oral Reading Test, 5th Edition

b. Piers-Harris Children’s Self-Concept Scale – Second Edition
c. Resiliency Scales for Children & Adolescents – A Profile of Personal
Strengths
8. Participants were then randomly assigned to two groups, Group A and Group B.
9. Group A was exposed to the LD CBT treatment (Appendix D) once weekly for nine
weeks.
10. Approximately Week 4 Group A participants were administered:
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a. Piers-Harris Children’s Self-Concept Scale – Second Edition
b.

Resiliency Scales for Children & Adolescents – A Profile of Personal
Strengths

11. At the conclusion of the nine-week therapy, Group A and Group B were
administered:
a. Gray Oral Reading Test, 5th Edition
b. Piers-Harris Children’s Self-Concept Scale – Second Edition
c. Resiliency Scales for Children & Adolescents – A Profile of Personal
Strengths
12. Group B was exposed to the LD CBT treatment once weekly for nine weeks. Each
session lasted approximately 30-40 minutes.
13. Approximately Week 4 (off intervention for Group B and post-intervention for Group
A), Group B participants were administered:
a. Piers-Harris Children’s Self-Concept Scale – Second Edition
b.

Resiliency Scales for Children & Adolescents – A Profile of Personal
Strengths

14. At the conclusion of the nine-week therapy for Group B, participants were
administered:
a. Gray Oral Reading Test, 5th Edition
b. Piers-Harris Children’s Self-Concept Scale – Second Edition
c. Resiliency Scales for Children & Adolescents – A Profile of Personal
Strengths
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15. At approximately eleven weeks post-therapy, Group A participants were administered
a final round of questionnaires to explore maintenance:
a. Piers-Harris Children’s Self-Concept Scale – Second Edition
b. Resiliency Scales for Children & Adolescents – A Profile of Personal
Strengths
16. The study was terminated.
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Results
Participants
All participants in the study were students attending the Memorial High School in
Millville, NJ. Each participant was either a freshmen or sophomore in high school with an age
range of fourteen to sixteen years old. Each participant was identified as a special education
student under the classification of Specific Learning Disability, Other Health Impaired or
Communication Impaired. Each participant was receiving the reading intervention of READ 180
(Hasselbring & Goin, 2004), due to an identified, significant reading deficit. Participants met the
inclusion criteria of the absence of a known mental health condition, were meeting or exceeding
the expectations for attendance in school, and assent/consent to the study was obtained.
At the time of the study, thirty-three students were enrolled in the READ 180 program.
Eight students did not meet the inclusion attendance requirements and were excluded. Six
students were presently or historically diagnosed with a mental health condition such as
depression or anxiety, which resulted in exclusion. Four students met the inclusion criteria, but
consent or assent was never obtained. Two students were excluded because each student was in
the process of being discharged from the READ 180 program. One student was diagnosed with
Autism Spectrum Disorder, which also resulted in exclusion from the study.
In summary, twelve students participated in the study. The twelve participants were
randomly selected into two groups; The Experimental Group A comprised six participants (four
males, two females), and the Wait List Group B comprised six participants (three males, three
females). While the study was taking place, one wait list participant transferred to a new school
and was subsequently dropped from the study. Wait List Group B ultimately comprised two
males and three females.
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Purpose of the Study
The purpose of the study was to research CBT as an evidenced-based supplemental
treatment for the reading disabled population. The overarching hypothesis of the study was that
CBT, in addition to an intensive reading intervention, would improve the participants’ reading
abilities (words per minute, reading accuracy, reading comprehension) as well as enhance selfconcept, resiliency and vulnerability.
Design of the Study
During the study, each participant received READ 180 reading intervention daily for the
duration of eighty-five minutes per day. Group A received the LD CBT treatment one time
weekly via group format for thirty to thirty-five minutes. The wait list group B received only
READ 180. LD CBT treatment for group A was terminated after 9 weeks, at which time wait
list Group B was then treated with LD CBT treatment one time weekly via group format for
thirty to thirty-five minutes. Pre, mid, post and maintenance data points were scheduled into the
nine-week treatment. The Gray Oral Reading Tests, Fifth Edition (GORT-5) was utilized as a
curriculum-based probe (CBP), administered by the lead evaluator to each participant to assess
words per minute reading rate, reading accuracy and reading comprehension. The Piers-Harris
Children’s Self-Concept Scale – Second Edition was utilized as a norm-referenced test in the
form of a questionnaire to assess each participant’s perceptions of self-concept. The Resiliency
Scales for Children & Adolescents – A Profile of Personal Strengths (RSCA) was utilized as a
norm-referenced test in the form of a questionnaire to assess each participant’s perceptions of his
or her resiliency and vulnerability.
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Words per Minute
The hypothesis of the study proposed the experimental group would have enhanced
words per minute reading rates post-therapy compared with the wait list control group, as
evidenced by pre- and post-intervention curriculum-based measures. Words per minute was
operationally defined as the cumulative number of words each participant read correctly, divided
by cumulative total length of time that each participant needed in order to read the passages out
loud to completion. Each participant was exposed to the same number of passages pre and post
treatment and thus a similar number of words.
Table 1 reflects the words per minute reading rate pre and post treatment for all
participants. As outlined in Table 1, each wait list participant’s words per minute reading rate
increased, post READ 180 treatment only. The wait list group changes in words per minute
ranged from an increase of three words per minute for participants 3 and 4 to an increase of 22
words per minute for participant 2. The wait list group pre intervention means words per minute
reading rate was 94 words per minute. The wait list group post mean words per minute reading
rate was 108, an increase of fourteen words per minute, post READ 180 treatment only.
Also outlined in Table 1, every experimental participant’s words per minute reading rate
increased post CBT and READ 180 treatment. The experimental group changes in words per
minute reading rate ranged from an increase of six words per minute for participant 4 to an
increase of 33 words per minute for participant 1. The experimental group pre intervention
means words per minute reading rate was 82 words per minute. The experimental group post
intervention words per minute reading rate was 101 words per minute, an increase of 19 words
per minute. The experimental group experienced a mean change of five additional words per
minute when compared with the wait list control group. This is consistent with the hypothesis of
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the study; the experimental group’s words per minute reading rate was enhanced compared with
the wait list group’s words per minute reading rate.

Table 1
Words per Minute Reading Rate
Wait List Control Group (READ 180 only)
180)
Participants
Pre
Post
Change
1
145
164
19*
2
79
101
22*
3
76
79
3*
4
74
77
3*
5
98
118
20*

Experimental Group (CBT and READ
Participants
1
2
3
4
5
6

Pre
113
65
73
89
81
72

Post
143
86
92
95
90
100

Change
30*
21*
19*
6*
9*
28*

Mean
94
108
14
Mean
82
101
* denotes participant’s Words per Minute Reading Rate increased post treatment

19

Reading Accuracy
The hypothesis of the study proposed that the experimental group would have enhanced
reading accuracy rates post-therapy compared with the wait list control group, as evidenced by
pre- and post-intervention curriculum-based measures. Reading accuracy is operationally
defined as the number of words read correctly. Each participant’s individual pre- and postintervention reading accuracy was established by determining the number of words each
participant read correctly. For example, if a participant was asked to read eight passages pretreatment, the participant was then asked to read eight passages post-treatment, and the number
of words read correctly was tallied and combined to reveal each participant’s reading accuracy.
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Table 2 reflects the reading accuracy rates pre and post treatment for all participants. As
outlined in Table 2, three of five wait list participants experienced increases in accuracy, post
READ 180 treatment only. The wait list group changes in reading accuracy ranged from a
decrease of 10 words read accurately for Participant 4 to an increase of 23 words read correctly
for Participant 5. The wait list group pre-intervention mean accuracy was 502 words read
correctly. The wait list group post- intervention mean accuracy was 507, an increase of five
words read accurately post treatment.
Also outlined in Table 2, four of the six participants in the experimental group’s reading
accuracy improved post CBT and READ 180 treatment. The experimental group changes in
reading accuracy ranged from a decrease of 13 words for participant 4 to an increase of 14 words
read accurately for participant 3. The experimental group pre intervention mean accuracy was
596 words read correctly. After treatment, the experimental group reading accuracy was 599
words read correctly, an increase of three words read accurately. Compared with the wait list
control group, the experimental group experienced a smaller mean change in reading accuracy.
This was not consistent with the hypothesis of the study.
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Table 2
Reading Accuracy
Wait List Control Group (READ 180 only)
180)
Participants
Pre
Post
Change
1
509
500
-9
2
562
577
15*
3
434
442
8*
4
454
444
-10
5
551
574
23*

Experimental Group (CBT and READ
Participants
1
2
3
4
5
6

Pre
486
579
581
745
596
590

Post
497
590
595
734
583
597

Change
11*
11*
14*
-11
-13
7*

Mean
502
507
5
Mean
* denotes participant’s Reading Accuracy increased post treatment

596

599

3

Reading Comprehension
The hypothesis of the study proposed that the experimental group would have enhanced
reading comprehension rates post therapy compared with the wait list control group, as
evidenced by pre- and post-intervention curriculum-based measures. Reading comprehension is
operationally defined as the number of comprehension questions answered correctly. Each
passage that the participants read was accompanied by five reading comprehension questions.
Each participant was asked to read the same number of reading comprehension questions pre and
post treatment. The number of comprehension questions answered correctly was tallied and
combined to reveal each participant’s reading comprehension score.
Table 3 reflects the reading comprehension rates pre and post treatment for all
participants. As outlined in Table 3, four of five wait list participants experienced increases in
the number of reading comprehension questions answered correctly, post READ 180 treatment
only. The wait list group changes in reading comprehension ranged from no change for
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Participant 1 to an increase of eight questions answered correctly for Participant 2. The wait list
group pre-intervention mean reading comprehension was 19 comprehension questions answered
correctly. After READ 180 intervention only, the wait list group post-intervention mean
accuracy was 23 questions answered correctly, an increase of four comprehension questions post
READ 180 treatment only.
Also outlined in Table 3, every experimental group participants’ reading comprehension
improved post CBT and READ 180 treatment. The experimental group changes in reading
accuracy ranged from an increase of two comprehension questions answered correctly for
Participant 3 to an increase of 14 comprehension questions answered correctly for Participant 1.
The experimental group pre- intervention mean reading comprehension was 21 questions
answered correctly. After treatment, the experimental group reading comprehension mean was
29 questions answered correctly, an increase of eight comprehension questions answered
correctly. The experimental group’s reading comprehension improved by four additional
comprehension questions answered correctly, compared with the wait list control group. This is
consistent with the hypothesis of the study; the experimental group’s reading comprehension was
enhanced, compared with the wait list group’s reading comprehension.
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Table 3
Reading Comprehension
Wait List Control Group (READ 180 only)
180)
Participants
Pre
Post
Change
1
15
15
0
2
22
30
8*
3
19
24
5*
4
21
22
1*
5
20
23
3*

Experimental Group (CBT and READ
Participants
1
2
3
4
5
6

Pre
8
24
30
20
21
22

Mean
19
23
4
Mean
21
* denotes participant’s Reading Comprehension increased post treatment

Post
22
34
32
26
26
32

Change
14*
10*
2*
6*
5*
10*

29

8

Self-Concept
The hypothesis of the study proposed that the experimental group would have enhanced
self-reported ratings of self-concept, as measured through the Piers Harris Children’s SelfConcept Scale, 2nd edition. Self-concept is defined by the Piers Harris Children’s Self-Concept
Scale as a relatively stable set of attitudes reflecting both description and evaluation of one’s
own behaviors and attributes. Each participant was asked to complete the Piers Harris 2
questionnaire at various points during the study. The single most reliable measure on the PiersHarris 2, and the one score used for the current study is the Total Score. The Total Score is the
number of items endorsed in the direction of positive self-concept or general self-concept (i.e., “I
like the way I look”). The resulting Total Score is converted into a T-score, which has
corresponding percentile rankings and descriptive labels (i.e., 50th percentile would be
considered average).
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Table 4 reflects the self-concept ratings for all participants, pre and post treatment. As
outlined in Table 4, two of five wait list participants experienced increases in their self-reported
ratings of self-concept, post READ 180 treatment only. The wait list group changes in selfconcept ranged from a decrease of six T-scores for Participant 1 to an increase of 14 T-scores for
Participant 5. The wait list group pre-intervention mean self-concept was 55, which is reflective
of the average range. After READ 180 intervention only, the wait list group post-intervention
mean self-concept was 59, which is reflective of the high average range.
Also outlined in Table 4, five of six experimental group participants experienced
increases in their self-reported ratings of self-concept, post CBT and READ 180 treatment. The
experimental group changes in self-concept ranged from no change in T-scores for Participant 3
to an increase of 15 T-scores for Participant 4. The experimental group pre-intervention mean
self-concept was 44, which is reflective of the low average range. After treatment, the
experimental group self-concept mean was 52, which is reflective of the average range. The
experimental design also included a mid-treatment collection of ratings for self-concept during
Week 4 of treatment. Five of six participants’ self-reported ratings of self-concept at Week 4
increased when compared with pre-intervention ratings.
In summary, two wait list students experienced decreases in their self-concepts when
provided with the intervention of READ 180 only. In comparison, none of the experimental
group participants reported decreased ratings of self-concept at midpoint or post- intervention.
Five of six experimental group participants reported increases in self-concept. The experimental
group’s mean self-concept score increased by eight T-scores post CBT and READ 180 treatment.
In comparison, the wait list group’s mean self-concept score increased by four T-scores while in
READ 180 treatment. These findings are consistent with the hypothesis of the study: the
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experimental group’s self-concept was enhanced in comparison with the wait list group’s selfreported ratings of self-concept.

Table 4

Self-Concept
Wait List Control Group (READ 180 only)
Participants
1
2
3
4
5

Pre
61
63
51
48
52

Post
55
61
51
60*
66*

Mean

55

59

Experimental Group (CBT and READ
180)
Participants
Pre
Mid
Post
1
50
48
60*
2
41
46
49*
3
36
40
36
4
43
61
58*
5
42
47
49*
6
53
61
58*
Mean

44

51

52

* denotes participant’s Self-Concept increased post treatment

Resiliency
The hypothesis of the study proposed that the experimental group would have enhanced selfreported ratings of resiliency, as measured through the Resiliency Scales for Children & Adolescents

– A Profile of Personal Strengths. The authors describe resiliency as the ability to weather
adversity or to bounce back from a negative experience. Each participant was asked to complete
the RSCA questionnaire at various points during the study. The RSCA conceptualizes resiliency
as the Resource Index, which draws from self-reported ratings of an individual’s ability to adapt
to changes in the environment, positive outlook and relationship with others. The Resource
Index is the number of items endorsed in the direction of positive resiliency (i.e., “I can handle
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this problem”). The resulting Resource Index is converted into a T-score which has
corresponding percentile rankings and descriptive labels (i.e., 50th percentile would be
considered average).
Table 5 reflects the resiliency ratings for all participants, pre and post treatment. As
outlined in Table 5, three of five wait list participants experienced increases in their self-reported
ratings of resiliency, post READ 180 treatment only. The wait list group changes in resiliency
ranged from a decrease of two T-scores for Participant 1 to an increase of 14 T-scores for
Participant 5. The wait list group pre-intervention mean resiliency was 53, which is reflective of
the average range. After READ 180 intervention only, the wait list group post-intervention mean
resiliency was 57, which was reflective of the above average range.
Also outlined in Table 5, three of six experimental group participants experienced
increases in their self-reported ratings of resiliency, post CBT and READ 180 treatment. The
experimental group changes in resiliency ranged from a decrease of 10 T-scores for Participant 3
to an increase of 10 T-scores for Participant 6. The experimental group pre-intervention mean
resiliency was 46, reflective of the average range. After treatment, the experimental group mean
resiliency remained 46, again reflective of the average range. The experimental design also
included a mid-treatment collection of ratings for resiliency during Week 4 of treatment. Four of
six participants’ self-reported ratings of resiliency at Week 4 increased when compared with the
pre-intervention ratings. The experimental group’s mean resiliency score did not increase while
in treatment with READ 180 and CBT. In comparison, the wait list group’s mean resiliency
score increased by four T- scores while in READ 180 treatment. In summary, the wait list
group’s resiliency was enhanced when compared with the experimental group’s resiliency. This
was not consistent with the hypothesis of the study.
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Table 5

Resiliency
Wait List Control Group (READ 180 only)
Participants
1
2
3
4
5

Pre
57
64
52
43
51

Post
55
64
53*
49*
66*

Mean

53

57

Experimental Group (CBT and READ
180)
Participants
1
2
3
4
5
6
Mean

Pre
43
46
48
46
51
43

Mid
48
52
35
55
39
50

Post
42
43
38
46
52*
53*

46

47

46

* denotes participant’s Resiliency increased post treatment

Vulnerability
The hypothesis of the study proposed that the experimental group would have enhanced selfreported ratings of vulnerability, as measured through the Resiliency Scales for Children &

Adolescents – A Profile of Personal Strengths. Each participant was asked to complete the RSCA
questionnaire at various points during the study. The RSCA conceptualizes vulnerability as an

imbalance between emotional reactivity and perceived personal resources into a construct
defined as the Vulnerability Index. The Vulnerability Index is the number of items endorsed in
the direction of negative vulnerability (i.e., “I can’t do this by myself”). Thus, a lower
vulnerability score is preferred because it denotes a lower risk of vulnerability. The resulting
Vulnerability Index is converted into a T-score, which has corresponding percentile rankings and
descriptive labels (i.e., 50th percentile would be considered average).
Table 6 reflects the vulnerability ratings for all participants, pre and post treatment. As
outlined in Table 6, three of five wait list participants experienced decreases in their self-reported
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ratings of vulnerability. The wait list group changes in vulnerability ranged from an increase of
four T-scores for Participant 1 to a decrease of 12 T- scores for Participant 4. The wait list group
pre-intervention mean vulnerability was 45, which is described as the average range. After
READ 180 intervention only, the wait list group post-intervention mean vulnerability was 43,
which is described as the below average range.
Also outlined in Table 6, four of six experimental group participants experienced
decreases in their self-reported ratings of vulnerability, post CBT and READ 180 treatment. The
experimental group changes in vulnerability ranged from an increase of five T-scores for
Participant 1 and 2 to a decrease of nine T-scores for Participant 3. The experimental group preintervention mean vulnerability was 51, which is within the average range. After treatment, the
experimental group mean vulnerability was 50, which is within the average range. The
experimental design also included a mid-treatment collection of ratings for vulnerability during
Week 4 of treatment. Two of six participants’ self-reported ratings of vulnerability at Week 4
decreased when compared with the pre-intervention ratings. The experimental group’s mean
vulnerability score decreased by one T-score while in treatment with READ 180 and CBT. In
comparison, the wait list group’s mean resiliency score decreased by two T-scores while in
READ 180 treatment. In summary, the wait list group’s vulnerability decreased slightly more
than the experimental group’s vulnerability post-treatment. This was not consistent with the
hypothesis of the study.
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Table 6

Vulnerability
Wait List Control Group (READ 180 only)
Participants
1
2
3
4
5

Pre
37
34
43
62
48

Post
41
36
42*
50*
45*

Mean

45

43

Experimental Group (CBT and READ
180)
Participants
1
2
3
4
5
6
Mean

Pre
51
50
49
54
46
53

Mid
54
52
38*
55
54
49*

Post
56
55
40*
52*
44*
50*

51

50

50

* denotes participant’s Vulnerability decreased post treatment

Wait List Treatment of CBT and READ 180
After the initial phase of the study was completed, the wait list Group B received the LD
CBT treatment after Group A’s treatment was terminated. The wait list post-READ 180
treatment measures of reading, self-concept, resiliency and vulnerability were used as pre-LD
CBT treatment measures. Table 7 through Table 12 depict the results of Group B’s original preLD CBT treatment while on wait list, in addition to the results post-LD CBT treatment. The
results did not support the hypothesis for words per minute reading rate, reading comprehension,
self-concept, resiliency or vulnerability. Only reading accuracy improved when comparing the
original measures to the wait list exposure to the LD CBT treatment. It is important to note, that
the results of the study are considered invalid due to the lack of fidelity in the implementation of
the READ 180 program. During the time of LD CBT intervention for Group B, the special
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education READ 180 teacher was replaced by a long-term substitute teacher for two months.
READ 180 was not delivered with fidelity during this time.

Table 7

Words per Minute Reading Rate Group B with LD CBT Treatment

Participants

Pre

Control Post

1
2
3
4
5

145
79
76
74
98

164
101
79
77
118

Post with LD
CBT
166
102
83
80
78

Change
3*
4*
0
0
-40

Mean
94
108
102
-6
* denotes participant’s Words per Minute Reading Rate increased post-READ 180 and CBT
treatment

Table 8

Reading Accuracy Group B with LD CBT Treatment

Participants

Pre

Control Post

1
2
3
4
5

509
562
434
454
551

500
577
442
444
574

Post with LD
CBT
515
589
462
461
585

Change
15*
12*
20*
17*
11*

Mean
502
507
522
15
* denotes participant’s Reading Accuracy increased post-READ 180 and CBT treatment
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Table 9

Reading Comprehension Group B with LD CBT Treatment

Participants

Pre

Control Post

1
2
3
4
5

15
22
19
21
20

15
30
24
22
23

Post with LD
CBT
16
27
22
22
18

Change
1*
-3
-2
0
-5

Mean
19
23
21
-2
* denotes participant’s Reading Comprehension increased post-READ 180 and CBT treatment

Table 10

Self-Concept Group B with LD CBT Treatment

Participants
1
2
3
4
5

Pre
61
63
51
48
52

Control Post
55
61
51
60
66

Mid
61
61
55*
55
60

Mean
55
59
58
* denotes participant’s Self-Concept increased post-READ 180 and CBT treatment

Post
55
63
51
55
61
57
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Table 11
Resiliency Group B with LD CBT Treatment

Participants
1
2
3
4
5

Pre
57
64
52
43
51

Control Post
55
64
53
49
66

Mid
39
57
46
52*
59

Mean
53
57
51
* denotes participant’s Resiliency increased post-READ 180 and CBT treatment

Post
53
64
40
41
68*
52

Table 12
Vulnerability Group B with LD CBT Treatment

Participants
1
2
3
4
5

Pre
37
34
43
62
48

Control Post
41
36
42
50
45

Mid
46
42
49
54
44

Post
46
36
51
58
52

Mean
45
43
47
49
* denotes participant’s Vulnerability decreased increased post-READ 180 and CBT treatment
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12 weeks Post Therapy Maintenance Measures for Experimental Group
The original experimental Group A was assessed, utilizing the Piers Harris Children’s SelfConcept Scale, 2nd edition and Resiliency Scales for Children & Adolescents – A Profile of

Personal Strengths to assess for maintenance of each participant’s self-concept, resiliency and
vulnerability twelve weeks post-termination of therapy. Table 14 through Table ** depict the
pre-, post- and maintenance T-scores of each construct.
As depicted in Table 13, the participants’ pre-intervention self-concept mean score of 44,
which is within the low average range, was enhanced during LD CBT treatment to a T- score of
52, within the average range. At12 weeks, post-treatment, the participants as a whole were able
to maintain average self-reported ratings of self-concept with a T-score of 51, within the average
range. Every participant’s self-concept was enhanced when comparing pre measures with
maintenance measures.

Table 13
Experimental Self-Concept Maintenance 12 weeks Post Therapy

Participants
1
2
3
4
5
6

Pre
50
41
36
43
42
53

Post
60
49
36
58
49
58

Maintenance
52*
47*
42*
58*
48*
56*

Mean
44
52
51
* denotes participant’s Self-Concept increased 12 weeks post-READ 180 and CBT treatment
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As depicted in Table 14, the participants’ pre-intervention resiliency mean score of 46,
which is within the average range, was unchanged post-LD CBT treatment. Twelve weeks posttreatment, the participants as a whole were able to maintain the average self-reported ratings of
resiliency with a T-score of 49, an increase of 3 T-scores.

Table 14
Experimental Resiliency Maintenance 12 weeks Post Therapy

Participants
1
2
3
4
5
6

Pre
43
46
48
46
51
43

Post
42
43
38
46
52
53

Maintenance
51*
49*
41
57*
47
47*

Mean
46
46
49
* denotes participant’s Resiliency increased 12 weeks post-READ 180 and CBT treatment

As depicted in Table 15, the participants’ pre-intervention vulnerability mean score of 51,
within the average range, was slightly enhanced post-LD CBT treatment with a mean -T score of
50, within the average range. Twelve weeks post-treatment, the participants as a whole
maintained the slight decrease in vulnerability with a mean T-score of 50, and continued within
the average range.
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Table 15
Experimental Vulnerability Maintenance Twelve Weeks Post-Therapy

Participants
1
2
3
4
5
6

Pre
51
50
49
54
46
53

Post
56
55
40
52
44
50

Maintenance
45*
50
59
52*
48
43*

Mean
51
50
50
* denotes participant’s Vulnerability decreased increased 12 weeks post-READ 180 and CBT
treatment

Participant 6 of the Experimental Group
Participant 6 of the experimental Group A made gains in all assessed areas of the study.
Tables 17 through 22 depict the growth that Participant 6 made during the study.
Words per Minute
Participants 6’s words per minute reading rate pre-READ 180 and CBT intervention was
72. Post-intervention, Participant 6’s words per minute reading rate was enhanced to 100 words
per minute, an increase of 28 words per minute. The average words per minute increase of the
experimental group was 19 words per minute.
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Table 16
Participant 6 Words per Minute
Words per Minute

Number of wods read

120

100

100
80

72

60
40
20
0
Pre

Post

Accuracy
Participant 6’s accuracy pre-READ 180 and CBT intervention was 590 words read
accurately. Post-intervention, Participant 6’s accuracy was enhanced to 597 words read
accurately, an increase of seven words. The average reading accuracy increase for the
experimental group was an increase of three words read correctly, post-treatment.

61
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Table 17
Participant 6 Accuracy
Accuracy
597

598
Words read accurately

596
594
592

590

590
588
586
Pre

Post

Reading Comprehension
Participant 6’s reading comprehension pre-READ 180 and CBT intervention was 22 of
40 comprehension questions answered correctly. Post-intervention, Participant 6’s reading
comprehension was enhanced to32 of 40 comprehension questions answered correctly, an
increase of ten comprehension questions answered correctly. The average reading
comprehension increase for the experimental group was an increase of eight comprehension
questions answered correctly post-treatment.
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Table 18
Participant 6 Reading Comprehension

Questions answered correctly

Reading Comprehension
32

35
30
25

22

20
15
10
5
0
Pre

Post

Self-Concept
Participant 6’s self-concept rating pre-READ 180 and CBT intervention was a T-score of
53. After four weeks of treatment, Participants 6’s self-concept rating was a T-score of 61. At
the conclusion of treatment, Participant 6’s self-concept rating was a T-score of 58, which was an
increase of five T-scores from the onset of treatment. Twelve weeks post treatment, Participant
6’s self-concept rating was a T-score of 56, which was an increase three T-scores when compared
with the onset of treatment.
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Table 19
Participant 6 Self-Concept
Self-Concept
61

62
60

58

T Scores

58

56

56
54

53

52
50
48

Pre

Mid

Post

Maint

Resiliency
Participant 6’s resiliency rating pre-READ 180 and CBT intervention was a T-score of
43. After four weeks of treatment, Participants 6’s resiliency rating was a T-score of 50. At the
conclusion of treatment, Participant 6’s resiliency rating was a T -score of 53, which was an
increase of 10 T-scores from the onset of treatment. Twelve weeks post-treatment, Participant
6’s resiliency rating was a T-score of 47, which was an increase of four T-scores when compared
with the onset of treatment.
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Table 20
Participant 6 Resiliency
Resiliency
60
50

T Scores

50

53
47

43

40
30
20
10
0
Pre

Mid

Post

Maint

Vulnerability
Participant 6’s vulnerability rating pre-READ 180 and CBT intervention was a T-score of
53. After four weeks of treatment, Participants 6’s vulnerability rating was a T-score of 49. At
the conclusion of treatment, Participant 6’s vulnerability rating was a T-score of 50, which was a
decrease of three T-scores from the onset of treatment. Twelve weeks post- treatment,
Participant 6’s resiliency rating was a T-score of 43, which was a decrease of 10 T-scores when
compared with the onset of treatment.
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Table 21
Participant 6 Vulnerability
Vulnerability
60

53

T Scores

50

49

50
43

40
30
20
10
0
Pre

Mid

Post

Maint
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Discussion
There are an estimated ten to fifteen million school-aged through adult individuals with
LD in the United States (NIMH, 2014). Interventions cost $7.5 billion annually (Asbury, Rich
2008), and according to research there has been no significant improvement in the academic
performance for LD students from 2009 to 2013 (Cortiella & Horowitz, 2014). Research also
suggests that the LD population are more likely to face peer rejection (Greenham,1999; Kuhne &
Wiener, 2000; Nabuzoka & Smith, 1993; Wiener, 2004), twice more likely to be diagnosed with
a psychiatric condition such as anxiety or depression (Boyle et al., 1993), and are more likely to
have lower self-perception and lower self-efficacy (Lackaye, Margalit, Ziv, & Ziman, 2006).
The present study investigated a new conceptualization for the LD population, a supplemental
treatment utilizing CBT methodologies specifically designed for the LD population, which is to
be used in conjunction with an evidence-based reading intervention. It is considered
supplemental because the present study does not suggest that LD children should be treated only
with CBT. The present study postulated that participants who were exposed to CBT and an
evidence-based reading intervention would improve academic and emotional factors at increased
rates compared with participants who were treated only with a reading intervention. The
outcomes of the study include some intriguing results.
Words per minute is a component of reading fluency, which is the ability to read
smoothly, accurately and with confidence. Every control and experimental participant
experienced increases in his or her words per minute. This suggests that the READ 180
treatment positively impacted each participant’s reading speed exclusive of CBT treatment. This
improvement was expected, given the robust research supporting READ 180 as an evidencebased reading treatment. What is interesting in regard to the present study is that the data reflects
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the fact that the experimental group’s, words per minute reading rates were enhanced at
increased rates when compared with the control wait list group.
According to Hasbrouck & Tindal (2006), the average eighth grader through adult is able
to read orally at150 words per minute. For context, the average participant of the study was
reading 88 words per minute prior to intervention; according to Hasbrouck & Tindal, this is
equivalent to a second grade reading rate. After intervention, the average participant of the study
was reading 105 words per minute; according to Hasbrouck and Tindal, this is approaching third
grade level. A freshmen or sophomore in high school with a words per minute equivalency of
third grade highlights the need for innovative interventions.
Words per minute reading rate and reading fluency are influenced by the reader’s
confidence. Individuals with LD have weakened confidence when performing academic tasks,
including reading (Lackaye, Margalit, Ziv, & Ziman, 2006). The increase that is experienced by
the experimental group may be a function of the CBT bolstering the experimental participant’s
confidence when performing the oral reading activity. The CBT conceptualization for those with
LD theorizes that this population is battered with academic situations in which they feel helpless
and ultimately lose confidence in themselves. In response, the CBT treatment provided the
experimental participants with psychoeducation on demystifying LD and with therapy on
shifting maladaptive thoughts through cognitive restructuring. In theory, the experimental
group’s confidence in their reading abilities increased due to the CBT treatment and, as a result,
improved the experimental participants’ word per minute reading rates.
Reading comprehension is the ability to draw meaning from written language. Ten of the
eleven participants experienced increases in their reading comprehension abilities. This suggests
that the READ 180 treatment positively influenced each participant’s reading comprehension,
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exclusive of CBT treatment. Again, this would be expected, given the strong research
supporting READ 180. However, consistent with the research questions and hypothesis of the
study, the experimental group experienced enhanced reading comprehension abilities when
compared with the control group. The experimental participants treated with CBT and READ
180 increased their pre- and post-intervention mean reading comprehension rates more than
participants treated with READ 180 only. Every experimental group participant experienced
increases in his or her reading comprehension. The experimental group’s mean change in
reading comprehension was twice as much as the mean change experienced by the control group
as a whole.
The ability to draw meaning from the written word is influenced by a person’s ability to
think about what he or she is reading. A similar construct in CBT is thinking about your
thinking, which is described as metacognition. Not only is the ability to enhance one’s
metacognition a protective factor for psychosis (Morrison & Wells, 2003), but metacognition is
also inherently central in reading comprehension (Garner, 1987). Increasing metacognitive
abilities can enhance reading comprehension (Boulware-Gooden et. al., 2007). The increase
experienced by the experimental group may be a function of the CBT strengthening the
experimental participant’s metacognitive abilities when performing reading comprehension
activities. The CBT conceptualization for those with LD theorizes that the population regularly
engages in a pattern of maladaptive thoughts regarding their academic abilities both consciously
and unconsciously. In response, the CBT treatment provided the experimental participants’
psychoeducation on the cognitive model, explicit therapy and practice evaluating thought
patterns and interventions on how to improve self-monitoring when reading. The therapy could
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have theoretically increased the metacognitive abilities of the experimental group, which in turn
improved their reading comprehension abilities.
Self-concept is a collection of beliefs about oneself. Only two of the five control
participants experienced improvements in their self-concepts when treated with READ 180,
only. In contrast, and consistent with the research questions and hypothesis of the study, five of
six experimental group participants experienced improvements in their self-concepts.
Participants treated with CBT and READ 180 had mean increases, post-treatment, double those
of the control group. The experimental group also experienced mean increases in self-concept at
the midpoint as well as at 12 weeks post-therapy. This suggests that the CBT treatment was
effective in improving self-concept in as little as four weeks, and experimental participants
continued to maintain their gains in self-concept after 12 weeks of receiving no CBT treatment.
Self-concept can influence reading abilities (Black, 1974). However, the LD population
is at increased risk of lower self-concept (Lackaye, Margalit, Ziv, & Ziman, 2006). The study
found evidence that the experimental group’s self-concept was enhanced post-CBT and READ
180 treatment. The CBT conceptualization for those with LD theorizes that the population has
irrational negative thoughts about themselves, about their academic abilities and their futures. In
response, the CBT treatment provided the experimental participants with therapy on the values of
rewarding oneself, identifying the positives and rational analysis. In theory, the CBT treatment
improved the experimental group’s beliefs about themselves, which improved their performances
on the academic assessments.
Participant 6 of the experimental group is the best example of the study’s exploratory and
hypothesized benefits of CBT as a supplemental intervention for the LD population. Participant
6 experienced improvement in each of the areas researched. Words per minute increased by 28
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words per minute, post-treatment. Accuracy increased by seven words, post- treatment. Reading
comprehension increased by 10 comprehension questions. Pre-intervention self-concept
increased when measured at midpoint, at the conclusion of therapy and at twelve weeks posttherapy. Pre-intervention resiliency increased when measured at midpoint, at the conclusion of
therapy and at 12 weeks post-therapy. Pre-intervention vulnerability decreased when measured
at midpoint, at the conclusion of therapy and at 12 weeks post-therapy. School records at the end
of Participant 6’s freshmen year revealed improved grades, improved attendance and a reduction
in behavioral infractions during the second semester when comparing data from the first
semester prior to the onset of the study.
The comprehensive improvements in reading, self-concept and resiliency of Participant 6
are encouraging not only for the participant himself, but also for the potential benefits of CBT on
adolescents with a LD. More research will be required to make any generalized statements about
the efficacy of CBT on adolescents with LD. Nevertheless, the study does support the fact that
Participant 6 responded globally well to CBT and READ 180 treatment. The LD CBT modules
varied in presentation, ranging from rationally analyzing the effects of having a learning
disability to providing psychoeducation on the cognitive model, a foundational tenet of CBT.
The overarching vision of the LD CBT manual is to empower the LD population’s core beliefs
about themselves and their abilities. A core belief of hopelessness would likely diminish the
effects of the reading intervention. Treatment to help shift a maladaptive core belief would
theoretically enhance the efficacy of the reading intervention treatment and in turn result in
improved measures of reading. Participant 6 is the best example of the hypothesized potential
effects CBT can yield for the LD population riddled with maladaptive core beliefs which tell
them they are worthless.
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Limitations
There are several limitations to this study. The most prominent limitation to this study is
the inability to generalize the findings of the study to the larger LD population due to the small
sample size and single-case design. The sample size did not provide the amount of information
needed in order to utilize statistical measures, a preferred method of interpreting results. The
single-case design, although advantageous for the exploratory nature of the study, also limits
generalizability of the results. These internal threats affect the external validity of the study.
The lead researcher independently performed every aspect of the present study. He
compiled the LD CBT, reviewed shelf data, consulted with parent/guardians, performed all
assessments and administered all therapy. This inherently introduced the potential for bias into
the study. The study would have been enhanced had the person who was collecting academic
and emotional data been blind to the nature and purpose of the study.
Informal discussions with the participants suggested that the frequency and duration of
the assessments and questionnaires were somewhat unpleasant. This may have influenced the
validity of the results because the participants may more likely be careless when answering
questions on the questionnaires. The frequency of the questionnaires may have made it more
likely that the participants answered the questionnaire items with acquiescence. The study would
have been enhanced had the participants been observed by a third party, such as a teacher or
counselor, in order to research change in self-concept, resiliency and vulnerability.
All participants in the study were adolescents with a significant learning disability.
Although this was inherent to the study, this also limits generalizability because the population
which was being researched is very specific. The participants’ ages and the fact that they are
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disabled also limits the stability of the traits being measured because changes in personality and
academic motivation are inherent in the very nature of adolescence.
Finally, a limitation of the study was the lack of fidelity of the READ 180 intervention.
The READ 180 teacher was forced to take a two-month leave of absence while the wait list
control group participants were receiving CBT treatment. A substitute teacher, untrained in the
implementation of READ 180, provided instruction to the wait list control group, and therefore,
the results of the second phase of the study were inconsistent with the first phase.
Future research
This study was the first attempt to systemically implement and evaluate CBT as a
supplemental treatment for the LD population within the school setting. As previously noted,
there is a significant gap in the research investigating the therapeutic dynamics of CBT on the
LD population. The LD population is a marginalized population which is worthy of continued
investigation with evidence-based interventions. CBT was itself once an under-researched
therapy and has, over time, grown to be an empirically-supported intervention for many
disabling conditions. Although this study does not provide strong empirical evidence, it does
contribute to the fledging body of research in the field. As efforts are made to design and study
interventions and treatments for adolescents with various learning disabilities, the field will come
closer to empirically validating CBT- based approaches for the LD population.
Although the LD CBT manual was conceptualized by a doctoral-level student with 15
years in the field of school psychology and reviewed by colleagues who practice CBT, the
manual itself could be researched and improved. Future implications could focus on continuing
the validation that the LD CBT is a true reflection of cognitive behavioral therapy. Future
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research could investigate the arrangement of sessions of the LD CBT. Re-ordering the sessions,
such as introducing somatic management earlier in the outline of the treatment, could be
researched. Improved handouts and re-conceptualized therapeutic tasks and homework
assignments could be researched to improve the buy-in of the participants.
Implications for the future include the possibility of further research on the effects of
CBT with younger LD populations. The LD CBT can be modified to be more appropriate for
elementary and middle school populations. It may be advantageous to introduce CBT to children
with LD in order to bolster their social emotional learning at earlier stages. Introducing LD CBT
to younger populations may bolster their academic motivation as well as strengthen protective
emotional factors.
Although the LD CBT was created as a resource to be used in the group setting within the
school system, future research could investigate a group versus individual implementation of
CBT on the LD population. Perhaps the LD CBT treatment would be more effective with a
traditional one-on-one setting in which the therapeutic alliance would theoretically be stronger.
The nature of openly discussing disabilities in front of peers, as it is intended in the LD CBT,
could be a deterrent for some participants. An individual implementation of LD CBT would
eliminate this possibly disconcerting factor. Performing therapy in a one-on-one setting could
also improve participant compliance with the activities and homework assignments; this could
enhance the overall effects of the therapy.
Finally, future research could modify the design of the study to include observational
measures of self-esteem, resiliency and vulnerability. The lead researcher found the participants
fatigued when asked to complete questionnaires at each data point of the study. This may have
affected the validity of the results. Coordinating an observation of the personality constructs by
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an observer, such as a teacher or trained researcher could be advantageous. Future research
could identify a questionnaire which an observer could use to gather this data, and this could be
advantageous.
Clinical Impressions and Future Directions
The school system is the vehicle for educating the nation’s youth. Within this system lies
the responsibility to respectfully provide evidence-based reading interventions for adolescents
with LD. School systems, however, continue to be stretched thin by depleting budgets and
frequently, educators are distracted from their purpose by discouraging results. Continued
exploration of new and innovative techniques for remedial reading practice is required. CBT is
an evidence-based treatment for many conditions which affect our youth. Incorporating CBT as
a supplemental treatment for adolescents with LD could be a fiscally responsible, practical and
effective intervention, which can be easily incorporated into practice in school systems.
The school system has counseling practitioners and clinicians such as guidance
counselors, social workers and school psychologists already incorporated into its staff. These
personnel have the training necessary to implement treatment such as the LD CBT. A preexisting natural occurrence within the school setting is group counseling sessions led by school
staff to meet the varying needs of the student body. CBT for the adolescents with LD could be
incorporated as one of these treatment modules. What is also advantageous for school-based
practitioners is the manualized nature of the LD CBT. Having a comprehensive treatment plan
with agendas, vision and reproducible activities can maximize the practitioner’s time in
providing treatment and decreasing the need for preparation.
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Research supports the fact that adolescents with LD are at increased risks of poor selfconcept. However, the direction of this study is deeper in its scope in the conceptualization of
LD. The present study implies poor self-concept may be an oversimplification. The LD
population, especially those students with the most significant deficits, may develop distorted
thinking regarding their core beliefs about self, about their potential for growth and about their
future, such as those who are diagnosed with anxiety and depression. Having a core belief of
hopelessness which has manifested from the metacognitive interpretation of a learning disability
will predictably not respond solely to classic self-concept counseling tactics and reading
interventions. It is the aim of the present study to present how a sample of adolescents with
significant learning deficits would respond to key tenets of CBT. The results are encouraging
and worthy of future study.
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Appendix A

Hello, my name is Peter Arsenault. I am the School Psychologist on the Child Study Team
working at the Memorial High School. Today, I am calling you as a pre doctoral student from
the Philadelphia College of Osteopathic Medicine. I am recruiting candidates for a study I am
performing investigating Cognitive Behavioral Therapy as a supplemental intervention to your
son/daughters current reading intervention. Your son/daughter meets criteria for my study
because he/she has been identified as having significant reading deficits and is currently
receiving the reading intervention of READ 180. I am inviting your son/daughter to participate
in the study. It will entail approximately 60 minutes of academic and emotional assessment in
the form of individually administered reading tests and questionnaires. I will then pull your
son/daughter from class once weekly for approximately 30-40 minutes over the course of 9
weeks. In the middle of treatment and after the 9 week treatment, I will once again administer
reading tests and questionnaires to your son/daughter that will take approximately 60 minutes to
complete. Finally, I will ask your son/daughter to complete another round of questionnaires
after another 10 weeks has passed. My hope is to find evidence that your son/daughter’s
reading ability will improve and how they view themselves as a student will improve. I am
inviting *** students to participate in the study and I am dividing the students up into two
groups, Group A and Group B. Group A students will begin therapy first and then be dismissed.
Group B will begin therapy in about two months, but during this time I will be reviewing their
progress in class. If you are comfortable with your son or daughter participating, I will
schedule a meeting to review the study further with you and your son/daughter.
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Appendix B

Hello, my name is Mr. Arsenault. We are having this meeting today so I can explain a
study I am performing to help students improve their reading abilities. I believe ***** is a good
candidate for participation in my study. The study is a special type of counseling for kids like
you who have weaknesses in reading. The group size will be approximately 5-10 kids, some of
which you will know. The group will meet once a week for about 30-40 minutes and I will be the
group leader teaching you new and hopefully helpful ways to improve how you think about
yourself, your reading and your abilities. If you agree to be a participant in the study, we will
spend about 60 minutes today completing some forms and administering an assessment of your
reading. In the middle of the therapy sessions (4 weeks) and after the 9 week group counseling
format, I will work with you again on the same forms and reading assessment.

If you do not

wish to participate, you don’t have to and you will not be punished in any way. If you agree,
please sign this assent form and we will begin.
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Appendix C
Student Assent Form
We are doing a study to see if a special type of counseling can help students improve their
reading and improve thoughts about reading. We are asking you to help because you are
receiving reading intervention in READ 180.
If you agree to be in our study, we are going to ask you to do a reading test and complete two
questionnaires. This will take about 40 minutes. You will then join a weekly counseling group
with other kids who are in READ 180. The counseling will take about 30-40 minutes a session.
You may know some of the kids in the group. There will be a group leader who is in charge or
directing the group. Any work that you may miss from class while you are in the study will be
excused. When the study is about halfway through, you will be asked to complete two more
questionnaires. When the study is over you will be asked to do another reading test and two
more questionnaires.
You can ask questions about this study at any time. If you decide at any time to stop your
involvement in the study, you can do so at any time without any type of punishment.
If you sign this paper, it means that you have read this and that you want to be in the study. If
you don’t want to be in the study, don’t sign this paper. Being in the study is up to you, and no
one will be upset if you don’t sign this paper or if you change your mind later.

Your signature:
__________________________________________________________________
Date: _____________

Your Printed name:
__________________________________________________________________
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Appendix D

LD CBT 9 Week Outline
1. Introduction, orientation. Having a Reading Disability does not define you.
2. Cognitive Model
3. Identify Cognitive Distortions and Thinking Traps
4. Evaluate Cognitive Distortions and Thinking Traps
5. Cognitive Restructuring
6. Interventions
a. Somatic Management
b. Identify the Positives
7. Interventions
a. Monitoring Reading
b. Rewarding Yourself
8. Rational Analysis, Car, Passengers and Map
9. Final summary, student led presentations, celebration, driver’s license and termination.
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Agenda of Sessions
Parking Lot
Check-In Written form such as Pre-session Quick Sheet Appendix 3 or informal discussion of
anyone who has an emergency or wants to share their Parking Lot sticky note.
Review Homework from Previous week
Skill or Topic for the Session
Homework Review
Check-Out Everyone please rate how today went and write down one thing you learned, were
interested in or disappointed in. (Appendix 5)
Resources (varying sources of information)
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Week 1: Introduction and Orientation. Having a Reading
Disability does not define who you are.
Check-In
1. Welcome and Introductions of group members and group leaders
a. Preferred names
b. One thing you would like to share with the group (i.e. favorite hobby)
Review Homework from Previous week
Ice Breaker Appendix 1
a. Find a partner
b. Ask each other questions and fill out form
c. Each person re-introduces partner and shares one thing about the partner.
Skill or Topic for the Session
Generate List of Group Rules
d. 3 strike, warnings – elicited from the participants and guided by group leader
e. How best to agree/disagree
i. Suggestion of the Thumbs up (approve), Middle (Can live with), Thumbs
down (reject)
ii. Democratic votes
f. Reflection area - TBD
g. Reflection sheet Appendix 2
h. Respecting others and the things we share in group.
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2. Review of the structure of the Agenda – Lead by group leader
i. Parking Lot - sticky notes you would write down your thoughts, feelings
or behaviors from the previous week
ii. Check-In – Written form such as Pre-session Quick Sheet Appendix 3 or
informal discussion of anyone who has an emergency or wants to share his
or her Parking Lot sticky note.
iii. Review Homework from previous week
iv. Skill or Topic of the Day - instruction
v. Skill or Topic of the Day – group practice
vi. Review of Homework – group members will be given homework to
complete during the week. Homework will be discussed during Check-In
vii. Check Out – eliciting feedback from the participants and asking
participants to create a sticky note with a reflection from the experience.
Why are we here?
(Lead by Group Leader)….Does anyone remember/know why we are here?
-

Open for discussion, help conversation to flow by rewarding participants who choose
to share

-

Take the opportunity to shift self-deprecating or silly statements to align with the
goals of the group.

-

Encourage guesses; guessing (even if incorrect) should be rewarded just as much as
getting an answer correct.
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This next suggested part of the manualized therapy is the time when the lead therapist
attempts to build a genuine therapeutic relationship with the participants. Goal is to
discuss a
1. Realistic perception of reading disability
2. Psychoeducation on metacognition
3. Attempt to improve self-worth
This next part is at the heart of the CBT therapy
(Lead by Group Leader)….This group is intended to help each of your because each of you ha
something in common. You each receive READ 180 in school because you each have difficulties
in reading. Having reading deficits can have negative impacts on not only your academic
abilities, but it can also impact how you view yourself, your motivation in school and perhaps
your outlook after high school. There is a lot of research that supports this…. READ 180 will
give you solid reading intervention, BUT I created this group to give you EMOTIONAL support,
because I think if we improve the way you think about your thinking….. It will actually help your
reading abilities.
Pause for questions, open discussion
The way someone reads is only PART of a person; it does not represent everything about a
person.
Reading disabilities are NOT the result of being lazy or stupid.
And unlike many other disabilities…… with hard work and dedication, your reading can
improve!
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But did you know……?????
-

1:5 people in the USA have a disability.

-

That is about 20%!

-

Reading disability is the most common difficulty in school.

-

And there may be some famous people you may know
o Play: https://www.youtube.com/watch?v=t6EEy-sAfeM
o Are you surprised by anyone in the video? Why or why not?
o Were you not surprised by anyone in the video? Why or why not?

(Lead by Group Leader)Talking about your difficulties reading can be very embarrassing, but I
believe the work we will do as a group can help you in school and how you view yourself. You
are not incompetent; you are not lazy/stupid…. But for many years as I have worked with kids
who are reading weaknesses… common things happen
Has anyone ever experienced a time in class where you…..
1. Felt too embarrassed to read?
2. Placed more importance on how others view you than practicing a skill?
3. Didn’t raise your hand in class to ask for assistance?
-

Talk about this experience. What did you learn from it?

Having reading difficulties makes school much more difficult. I agree that it may seem unfair
often and you have experienced failures.
(Lead by Group Leader) Let’s quickly name the bad things that can come from failure…. (Group
leader writes down the list).
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Is there anything that is positive about failure??????
-

Group Leader writes down the list

-

If the group is having difficulty identifying any….. use the following quote and ask
the group to guess who said it

-

“I've missed more than 9000 shots in my career. I've lost almost 300 games. 26 times, I've been
trusted to take the game winning shot and missed. I've failed over and over and over again in my
life. And that is why I succeed” (Appendix 4)

-

Let’s take a look at this …..

https://www.youtube.com/watch?v=zLYECIjmnQs
https://www.youtube.com/watch?v=hzBCI13rJmA
Open discussion of video; ask the group to think about the last quote and what it means to
them…..
“If you have never failed you have never tried anything new”

Homework Review
One of the things we are going to do in this group is called “Metacognition”. Does anyone have
any guesses of what Metacognition is????
Metacognition is “thinking about thinking”. It may sound funny, but thinking about how you
think is an excellent way to help you overcome a challenge, set goals, plan, organize and
practice.
There was a really famous Greek philosopher named EPICTITUS. He was born in 55. Refer to
Appendix 4. I would like for you guys to take this sheet for homework. And think to yourself
what Epictetus was trying to say…… we will discuss it next week.
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Check-Out

Everyone please rate how today went and write down one thing you learned, interested in or
disappointed in. (Appendix 5)

Resources
1.

Parent Guide

Resource for parents, “Parent Tool Kit” talks about challenging situations stemming from LD
https://www.understood.org/en
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Week 2 Agenda: COGNITIVE MODEL
Parking Lot
Check-In
Written form such as Pre-session Quick Sheet Appendix 3 or informal discussion of anyone who
has an emergency or wants to share their Parking Lot sticky note.
Review Homework from Previous week
Did anyone do their homework? Homework sometimes gets a bad “name”, but the things that I
am going to ask you to do in between sessions are powerful because they will help you be better
learners and create/foster skills.
Open discussion of homework, discussing what the Epictetus quote means, what does
Metacognition mean, and how “thinking about our thinking” can help you be better students,
athletes, boyfriend/girlfriends, businessmen/women…..
Refer to Appendix 4.

Skill or Topic for the Session
Thinking about our thinking is a very powerful tool. I am going to introduce you and teach you a
very powerful way to think about your thinking. It is called the Cognitive Model.
Question posed to the group:
Has anyone ever heard of the Cognitive Model?
Please give me some guesses of what you think the Cognitive Model is?
Reward all guesses, highlight the importance of rewarding yourself for taking chances and
guessing even when you are not sure you are correct.
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The best way for me to describe and teach you the Cognitive Model, is to tell you a story about
two friends….. Refer to Appendix 6 and pass one out to each participant.
One day last summer, two friends decided to spend the day at an amusement park. After an hour
or two of fun, they came to the part of the park where the big rollercoaster was located. One
friend RAN to get in line, and the other friend followed very slowly behind him. As they were
waiting in line… they looked something like this….
How do you think this friend is feeling……referring/pointing at the happy excited friend, make
sure the participants identify the feeling and not the thoughts.
How do you think this friend is feeling…..? Referring/pointing at the nervous friend, make sure
the participants identify the feeling and not the thoughts.
Excellent job! I think you’re right – this friend is feeling really good about getting on the
rollercoaster, but this friend looks like he doesn’t feel good about it all. So here’s the interesting
thing. Lots of students tell me in the beginning of counseling that there are things in their lives
that are MAKING them feel a certain way – just like the rollercoaster is MAKING this friend feel
scared. The thing I wonder is, how can the same rollercoaster be MAKING two different friends
feel two opposite ways…… it’s the SAME rollercoaster! I wonder instead of the rollercoaster
being in charge of how they feel, it might be something else.
Now let’s look at something else that’s going on with the two friends.
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What do you think this friend is SAYING to himself while he is standing in line? Refer to
the thought bubble. Ask participants to guess what the friend is saying. Write the statements
down for review.
What is the other friend saying to himself while standing in line? Refer to the thought
bubble. Ask participants to guess what the friend is saying. Write the statements down for
review.
I think you guys are correct. This friend is probably saying something to himself about
how good the ride is going to be. This friend is probably thinking to himself that something bad
is going to happen. He may even have IMAGES in his mind of himself throwing up, or the
rollercoaster falling apart or riding off its tracks. So I wonder…. Maybe what’s happening here
is NOT that the rollercoaster is MAKING these guys feel how they feel, but instead, the way they
are THINKING might be doing it. Do you think that’s possible?
So now let’s try something else. What could this friend (refer to happy friend) say to this
friend (refer to nervous friend) to help him feel a little bit better about riding the rollercoaster?
Ask participants for encouraging statements and write them on the board to evaluate (i.e.
you can do it, prove it to yourself, It’ll be OK, I will sit with you).
If a participant suggests a statement that would lead to the nervous friend avoiding the
rollercoaster (i.e. You don’t have to go, you can wait for me over there) ask the group whether or
not that’s going to help the friend face rollercoasters better next time, or if next time, he’ll be
even more scared. The goal is to have the friend feel better about the rollercoaster ride.
Great, I think you guys are right. If this friend tells the other friend that he has faced
tougher things than this and ended up feeling proud of himself for being brave, then he will
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probably feel a little better about going on the ride. I’m not saying he will suddenly LOVE
rollercoasters, but if is SWTICHES from telling himself, this is going to be awful…. I know I am
going to throw up. TO I can handle this, it is only a 60 second ride…… he’s probably going to
feel a lot better.
In the work that we will do together in this group, we will begin by helping YOU do some
of this for yourself. We’re going to take a look at the kinds of things you guys may say privately
or out loud when you are in the classroom, learning/reading/writing, and how those thoughts
make you react. Then we’ll see if there are other things you can say to yourself, like the two
friends, to help you feel a little bit better in the classroom when learning/reading/writing. Over
time, we’ll see if there are patterns to the kinds of things you tell yourself, and then work on
SHIFTING the ones that aren’t working so well for you.
That is the Cognitive Model………How does that sound?????
Comprehension Check:
Have a small reinforcement (i.e. candy) at the ready. Let’s check your understanding of what the
Cognitive Model is by doing a “pop quiz”. If anyone has some observable Automatic Thoughts
about taking a Pop Quiz….. model for them some adaptive/helpful thoughts (i.e. I’m not getting
graded, I can guess, and I am imagining the quick being short since this isn’t a real classroom).
Refer to Appendix 7
Homework Review
I am going to give you a form to take with you and think about. Refer to Appendix 8. Between
now and our next session, I want you to think about the thoughts you have when you are reading.
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You will be thinking about your thinking right before and also while you are reading. I want you
to be a detective for yourself and really investigate the thoughts, images and feelings that you
have when you are asked to read.
Check-Out Everyone please rate how today went and write down one thing you learned,
interested in or disappointed in. (Appendix 5)
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Week 3 Agenda: IDENTIFYING COGNITIVE
DISTORTIONS AND THINKING TRAPS
Parking Lot
Check-In Written form such as Pre-session Quick Sheet Appendix 3 or informal discussion of
anyone who has an emergency or wants to share their Parking Lot sticky note.
Review Homework from Previous week
Hand each participant a copy of Appendix 8. I would like to review your detective work on the
thoughts, images and feelings you were able to uncover this week when reading. Would anyone
like to share?
Open discussion of the unhelpful or helpful thoughts which were identified.
(Lead therapist retain the completed thoughts for a future session)
Skill or Topic for the Session
You guys did a great job, it might sound weird or odd to “think about your thinking”, but if we
can think about the things that we say to ourselves when we are asked to do something that
doesn’t come easily to us….. Like reading…. we may be able to shift our thoughts to ones that
are more helpful from ones that will look at our struggles in a different way. Just like the
Michael Jordon quote and motivation video.
Does anyone remember what this is called? Refer to Appendix 9.
It is called the Cognitive Model. Can someone tell me what it means again?
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Be ready to re-teach the Cognitive Model again at this point.
Different situations or events (Rollercoaster) leads to different Thoughts, Emotions and
Behaviors.
But it isn’t just Rollercoasters….. The Event or Situation can be anything. Let’s see if we can
look at some different situations and predict what the Thoughts, Emotions and Behaviors
are…….
Refer to Appendix 10, pictures to have cut out and placed over the Event Box of the Cognitive
Model
1.

Picture of students in a hallway: Derrick is walking in the hallway alone. He passes by
a couple of kids who look towards him and then begin to laugh. What are some possible
Thoughts, Emotions and Behaviors he is experiencing?

2. Picture of female student taking a test: Adaliz is about to take a pop quiz. She hates pop
quizzes. What are some possible Thoughts, Emotions and Behaviors she is experiencing?
An important part of the Cognitive Model is our thoughts. But, sometimes our thoughts are so
quick we don’t realize what we are thinking…. So they are Automatic. Sometimes the automatic
thoughts can be accurate or correct (i.e. student who automatic thoughts suggest he/she is going
to fail a test because he or she didn’t study), but our automatic thoughts can be incorrect, and
not accurate or helpful. Often what happens to kids, teenagers and adults…. If you begin to
believe the unhelpful thoughts….. You can get stuck in a THINKING TRAP. Refer to Appendix
11
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Each participant is given a copy of Appendix 11. Read each Thinking Trap out loud with
corresponding descriptions. As I read these out loud, see if you recognize any of these thinking
traps in your own thinking.
After each is read out loud, the lead therapist shares a time when he/she experienced a thinking
trap and what they did to cope with it.
Would anyone care to share a time when he or she experienced a thinking trap?
Open for discussion.
Thinking traps are like dirty tricks our minds play on ourselves. Some people get stuck in
Thinking Traps more than others. And I think when you have a learning disability in reading,
and reading is one of the major things you do in school, our minds may tend to get stuck into
thinking traps often. An important first step in getting OUT of a thinking trap is to identify them.
Refer to Appendix 12. I have 10 bags here, each labeled with one of the Thinking Traps. What
I would like each of you to do, is to take turns reading the situation out loud and try to guess
what Thinking Trap is taking place.
To Do:
1. Have 10 brown paper bags labeled with each Thinking Trap.
2. Have each of the below scenarios on an index card.
3. Each participant takes turns reading the statement and identifying the thinking trap.
Homework Review
Between now and our next session, I would like for each of you to see if you can identify any of
the Thinking Traps that are embedded into any of the lyrics or dialogue in your favorite Songs,
Movies, or TV Shows that you watch this week. Write down what happened or remember it for
our next session and we will discuss.
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Check-Out Everyone please rate how today went and write down one thing you learned,
interested in or disappointed in. (Appendix 5)
Resources
Cognitive Therapy Techniques for Children and Adolescents; Tools for Enhancing Practice
(Friedburg, McClure and Garcia, 2009), page 73.
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Week 4 Agenda: EVALUATING COGNITIVE
DISTORTIONS AND THINKING TRAPS
Parking Lot
Check-In Written form such as Pre-session Quick Sheet Appendix 3 or informal discussion of
anyone who has an emergency or wants to share their Parking Lot sticky note.
Review Homework from Previous week
Who remembers what a Thinking Trap is? Do you remember any examples of Thinking Traps?
You can use the examples from last week.
Does anyone have an example of a Thinking Trap from a song, movie or TV show that you
watched this week?
Open for Discussion.
I found a couple of funny examples of “The Jumper”…. Let’s take a look.
https://www.youtube.com/watch?v=9rQ5e21SdCE&list=PLVHG0LPddVr5eufSmNmCs8ZDKO
Nx_7H17
Skill or Topic for the Session
We have been reviewing the Cognitive Model, those automatic thoughts that can sometimes
become Thinking Traps, and we learned how to identify 10 different Thinking Traps. Being able
to identify Thinking Traps is an awesome skill, but an even more powerful skill is to evaluate the
Thinking Traps. Remember, we are trying to help our thinking when we are asked to read to
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improve our ability. Let’s see if we can do some exercises to evaluate our thinking about
reading.
As quick as you can, say all of the things you can think of that STINK about having a weakness
in Reading.
Lead Therapist writes all of the STINK thoughts on the white board, paying close attention to the
distinction between the helpful and unhelpful thoughts
What do all of these thoughts (Unhelpful) have in common?
Will any of these Unhelpful thoughts help you improve your reading or help you finish the
assignment?
Are any of the Unhelpful thoughts Thinking Traps?
Open discussion with reassurance that any type of thinking trap can be shifted, even if the
automatic thought is true (i.e. I have dyslexia/reading disability and I will never be able to read
as fast at kids who are not dyslexic). However, we can shift that thinking to something that is
helpful (i.e. I have dyslexia/reading disability and even though I may never be able to read as fast
as other kids, my reading is improving).
Refer to Appendix 13. A great way to investigate and evaluate our thinking is my filling out a
thought record. Each participant is given a Thought Record and the Thinking Traps form is
doubled sided printed on the back for reference for each participant.
I am going to read out loud some SITUATIONSs, and you are going to fill out your Thought
Record by guessing what the person is FEELING, THOUGHTS, TRAPS and choose whether or
not it is a TRAP or TRUTH.
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Refer to Appendix 14 for situations.
Lead therapist reads each situation. Each participant is asked to guess the thought going through
the mind of the hypothetical person and identify the thinking trap or if it was the truth.
Now that we have gone through several different scenarios, does anyone have a situation that
resulted in an automatic thought which was a thinking trap?
Open for discussion.
Homework Review
Each participant is given a thought record Appendix 13. What I would like for you guys to do
between now and the next session is to take a thought record and evaluate your own thoughts
when you are asked to perform an academic task. Try to come up with 1-2 situations and we will
discuss it next week.
Check-Out Everyone please rate how today went and write down one thing you learned,
interested in or disappointed in. (Appendix 5)
Resources
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Week 5 Agenda: COGNITIVE RESTRUCTURING
Parking Lot
Check-In Written form such as Pre-session Quick Sheet Appendix 3 or informal discussion of
anyone who has an emergency or wants to share his or her Parking Lot sticky note.
Review Homework from Previous week
Refer Appendix 13. Does anyone have his or her thought records or do you have any situations
during which you noticed a thought trap taking place?
Open for discussion. If the participants do not reveal any, lead therapist attempt to initiate
thought record conversation by sharing an experience from the previous week.
Skill or Topic for the Session
Identifying and evaluating Thinking Traps is very useful skill to help us really take a look at our
thinking about our reading abilities. But, we can take it one step further and shift or restructure
our unhelpful, bad thinking trap thoughts.
None of you “Asked” to have a reading weakness and you are entitled to feel ticked off, angry,
sad, frustrated and/or confused. However, the thoughts you have when you are thinking about
your thinking and reading can be SHIFTED and perhaps if we SHIFT our thinking about
reading, your reading skills can improve because you will feel better about yourself when you
are in the classroom.
Refer to Appendix 8 Does anyone remember this from Week 2, when we were talking about the
Cognitive Model and I asked everyone to think about your thoughts when you are asked to read?
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Review the completed thoughts from week 2’s Homework.
Does anyone notice any thinking traps in these thoughts from week 2?
Open for discussion
None of these thoughts seem to be helpful and may actually stop us from reading as well as you
actually can. Let’s spend some time SHIFTING or RESTRUCTUING these thoughts….. Here
are some examples.
i. I failed the test…. I will always fail tests (The repeat)…. Can be shifted
to…. I failed this test, but I can study more or practice more and many
next time I will do better.
ii. Everyone will laugh at me if I go into the resource room (The Crystal
Ball)…. Can be shifted to…. I may have a friend or make a new friend in
the new classroom and I may get some help with my reading in this new
classroom.
iii. I should be able to do all the work that all of the other kids do
(Shoulds)….. Can be shifted to….. I am making improvements in my area
of weakness.
iv. I hate reading and I am not going to ever get better (Selective Sight,
Ignoring Evidence)….. Can be shifted to….. Reading isn’t my favorite
class, but I am making improvements.
Remember, the Thinking Traps are going to trap us from doing our best in anything whether it is
a sport, having confidence in new situations and maybe even our reading ability. Our goal is to
i.

Think about our thinking
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Investigate for any Thinking Traps

iii.

And SHIFT our Thinking Traps thoughts to thoughts that are more helpful.
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Refer to Appendix 15 Here is a similar form to the one you guys did during week 2. But now,
there are two thought bubbles. Thoughts bubbles are a great way to think about our thinking,
investigate for Thinking Traps and SHIFT our thinking. I am going to read off some situations
and I would like you to write down the unhelpful thought and see if you can identify the Thinking
TRAP and SHIFT the thought to something that is more helpful. Remember, we want to get rid
of those unhelpful thoughts to help us perform better in reading.
Refer to Appendix 16 for a list of situations.
Open discussion after each situation.
In many ways SHIFTING and RESTRUCTURING is at the heart of the type of counseling that I
do. What I am attempting to teach you are things that I do for the kids that I work with. If you
can Think about your thinking, investigate for any Thinking Traps and the SHIFT away from the
traps….. My guess is that it will make you feel better about school, about your abilities in school
and your reading! No one likes punishments right???? Well, if you don’t SHIFT away from
TRAPS then it is like you are punishing yourself…. And that makes no sense, right?

Homework Review
Refer to Appendix 17. Everyone remember the Thought Record? I have added another column
called SHIFT. What I would like for everyone to do is take the Thought Record and write down
1-2 experiences you have this week in which you:
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Think about our thinking

ii.

Investigate for any Thinking Traps

iii.

And SHIFT our Thinking Traps thoughts to thoughts that are more helpful.

We will discuss them next week.
Check-Out Everyone please rate how today went and write down one thing you learned,
interested in or disappointed in. (Appendix 5)
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Week 6 Agenda: INTERVENTIONS
Parking Lot
Check-In Written form such as Pre-session Quick Sheet Appendix 3 or informal discussion of
anyone who has an emergency or wants to share the Parking Lot sticky note.
Review Homework from Previous week
Refer to Appendix 17. Everyone remember the homework from our last session? Who has a
Thought Record they would like to share in which you….
i.

Think about our thinking

ii.

Investigate for any Thinking Traps

iii.

And SHIFT our Thinking Traps thoughts to thoughts that are more helpful.

Open for discussion, lead therapist is ready to help initiate conversation with sharing a Thought
Record from their experiences from the previous week.
Skill or Topic for the Session
You guys have been doing a great, great job. Let’s take a quick moment to review everything we
have accomplished so far:
1. You are not defined by your reading weakness
2. You now know the Cognitive Model
3. You know how to identify and evaluate thinking traps
4. You know how to SHIFT your thinking.
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You have been doing a lot of great work Refer to Appendix 17 thinking about your thinking.
Now we are going to SHIFT to some new tactics you can DO with your brains that will help your
reading abilities.
Somatic Management
Who can describe what STRESS is?
Pause for Discussion
Is STRESS always bad?
Pause for discussion, lead therapist highlights the positive adaptive qualities about stress (i.e. if
you are getting ready for a public speaking event, your body can send signals to make you more
alert)…. This is an important distinction, too, because it can help participants see
gradients/degrees and be less likely to have black and white thinking.
How can STRESS be bad?
Pause for Discussion
Has anyone ever heard of or know what somatic management is?
Pause for discussion
Soma is Greek for Body…. It is a fancy word for how the body feels and copes with stressful
situations. The body gets a lot of attention from us when we are doing physical activities such as
gym, a long hike or lots and lots of running. But, the body can also show signs of STRESS when
we are doing activities which are difficult for us to do….. Like reading, taking tests, long
amounts of work. And because you have weakened reading abilities that means you guys have to
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work twice as hard to do the same amount of work….. What do you think that can do to your
bodies?
Pause for discussion
That is where SOMATIC MANAGEMENT can help you because instead of thinking about your
thinking, or the Cognitive Model…. You are going to be thinking about how thinking affects your
bodies. And this information can really make a difference….
Play: https://www.youtube.com/watch?v=5mIvi_qI8M8
Participants watch this 30 second video and the instructor pauses the video at various spots.
Everyone predict what is going on with this boy’s body?
Heart Rate?

Face?

Breathing?

Palms?

Dry Mouth?

Stomach?

Refer to Appendix 18... The most stressful type of reading task for me is reading for long periods of
time. When I am performing an academic task that is stressful I can feel it on my shoulders, on my
hands and in my mind. How would you answer these questions when thinking about your reading
and where you feel the stress?
Open for discussion.
Possible difficult reading tasks: in front of others, tests/quizzes, homework, when unmotivated,
when distracted, long periods of reading, reading information you are not interested it, when you are
confused, information is too difficult
Possible somatic areas of stress: mind/head, heavy distorted thoughts, back, belly, fists-anger, eyesembarrassed
Now that you have an idea of what type of reading and where on your body you feel the most
stressed…. We can use this information to help you get more comfortable, prepared and successful.

Each student is asked to imagine a situation which usually makes them very anxious. In your
imagination…. Where are you feeling the anxiousness in your body?
Who likes it when the teachers give you BREAKS in class? The trick for somatic management is for
YOU to give YOURSELF and BREAK from the distress
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Brief introduction to Somatic Management techniques
1. Heart rate/Breathing: This is one of the more powerful things you can do. Increasing oxygen
to your body can help you think more clearly, have more energy to persist on reading
challenges and remember what you have read.
a. “Squared Breathing” and invite them to take laps pre reading tasks.
b. Place hand on diaphragm and “feel” your breathing.
2. Whole Body: Let’s focus on good reading posture, mock poor reading postures and identify
why they are poor. Goal is to have
a. Seated straight with support from back of chair…. Not hunched over
b. Head at midline….. not looking around at what other people are doing/saying
c. Lips, hands, shoulders, feet are still with minimal movement…. Not bouncing
around.
3. Muscles: Remember to stretch to release tension that may be building up. Make a fist, hold
very tight for 5 seconds then release…. How does that feel compared to the tension of the
muscles?
Identify the Positive Qualities about you, increase Resiliency

Staying positive is one of the most powerful things we can do…. Remember having reading
weakness does NOT define you. It can make school more difficult, but it is only a small piece of
who you are. If you spend energy on reminding yourself of the positive things about you and the
positive things that make you YOU…. It can be fuel for your tank to help you be more
1. Resilient in the face of your challenges
2. Give you strength to keep pressing on
3. Remind yourself that reading/learning is a life long journey, not something that just stops
in 12th grade.
Refer to Appendix 20; participants are invited to fill in the blanks as much as they can. Lead
therapist is highlighting the importance of recognizing our positive qualities, spending energy on
building self-compassion in the face of stressful events such as reading.
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Let’s take a look at some of the things you guys identified.
Open for discussion
Homework Review
Refer to Appendix 20 Between now and the next session I want you to Use the “My Workout”
form during a reading task. It is a reminder of the skills that we worked on this week. Before
reading…. I want you to perform the breathing techniques; get your body ready and stretch
when you need it. I also want you to identify up to 3 positive things about yourself. After you
are done reading I want you to rate how well you think you did on a scale of 1-10…. 1 being the
worst reading experience ever and 10 being the best reading experience ever. We will discuss
next week.
Check-Out Everyone please rate how today went and write down one thing you learned,
interested in or disappointed in. (Appendix 5)
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Week 7 Agenda: INTERVENTIONS
Parking Lot
Check-In Written form such as Pre-session Quick Sheet Appendix 3 or informal discussion of
anyone who has an emergency or wants to share the Parking Lot sticky note.
Review Homework from Previous week
Refer to Appendix 20 Last week we were talking about things we can do for our bodies to help
us cope with the stress of reading. Those included breathing and having good posture. We also
talked about the power of reminding ourselves about staying positive, especially when we are
asked to routinely perform tasks that we find challenging.
Who would like to share their positive, negative or neutral experiences with the Work Out form
this week.
Open for discussion
Skill or Topic for the Session
What can an elephant teach us about Reading?
Refer to Appendix 21 Paying attention is one of the most important skills when reading. It is
also one of the most difficult skills to master. Take a look at these pictures and see if you can
practice your skill of paying attention.
Now let’s watch this video….
https://www.youtube.com/watch?v=IGQmdoK_ZfY
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Open for discussion
Paying attention is very important when reading. You have to pay attention, simultaneously, to
the
1.

Individual letters

2. Groups of letters that make up the word
3. Read the individual word
4. Read the sentences
5. Read the paragraphs made up of sentences
6. Read the pages that make up of paragraphs
7. Remember it all…..
In order to do this successfully, you have to strength your skill of ATTENDING to what you are
READING.
In order to do this try MONITORING YOUR READING …. Refer to Appendix 22. Remember,
reading well takes a lot of processes in your brain working simultaneously, but you can use this
form to help you MONITR your reading.
1.

Using good practices to help you comprehend the story

2. Knowing when things aren’t making sense anymore is JUST as important!
BUT YOU HAVE TO PUT ENERGY INTO ‘LOOKING CAREFULLY WITH QUESTIONS”
Reading takes a LOT of work, time, and energy. And when you have difficulty reading, it takes
twice as much work, time and energy. And that requires a LOT of MOTIVATION to keep
working despite the challenges.
Does anyone know the difference between INTRINSIC and EXTRINSIC motivation?
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Open for discussion
Intrinsic motivation is finding the time, work and energy to accomplish tasks for reasons
personal to you. Can anyone give me some guesses/examples of what it means to be
INTRINSICALLY motivated in school and/or reading?
Open for discussion
Extrinsic motivation is finding the time, work and energy to accomplish tasks for others. Can
anyone give me some guesses/examples of what it means to be EXTRINSICALLY motivated in
school and/or reading?
Open for discussion
Which one do you think is better?
Open for discussion
Studies have shown INTRINSIC motivation is more advantageous for academics. Any guesses
why?
Open for discussion
If you are INTRINSICALLY motivated, your behaviors will be directed towards completing a
task because you WANT to do it because it will make you a better
a. Student
b. Athlete
c. Boyfriend/girlfriend
d. Son/daughter
e. Brother/sister
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Having a reading weakness can gradually SHIFT your towards away from INTINSIC motivation
such as
1. Just getting the reading task over with
2. Loosing motivation because it takes you longer to complete the task
One trick to begin to SHIFT back towards INTRINSIC motivation is to REWARD yourself for
your work…. And not just your accomplishments; you should be rewarded for the work that you
honestly complete that is inaccurate too…. b/c GOOD WORK SHOULD BE REWARDED.
Have you guys ever rewarded yourself for reading?
Open for discussion
Homework Review
Refer to Appendix 23. You deserve REWARDS for working on your reading. But, sometimes
we forget to reward ourselves for school work, especially school work that is very difficult for us
and we may have experienced failures many times. Between now and next week, I would like for
you to fill out the Reward Menu with realistic rewards you can give to yourself after you have
completed a reading task. There is also a list of Pleasant Activities to help you identify some
things you can do to reward yourself. You are in charge of the reward, you get to determine how
much of a reward you get for your amount of work.
Once you have figured out your reward and what you will be doing to earn the reward, use the
“When I read” form Appendix 22 to help you ATTEND to your reading.
Check-Out Everyone please rate how today went and write down one thing you learned,
interested in or disappointed in. (Appendix 5)
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Week 8 Agenda: RATIONAL ANALYSIS
Parking Lot
Check-In Written form such as Pre-session Quick Sheet Appendix 3 or informal discussion of
anyone who has an emergency or wants to share his or her Parking Lot sticky note.
Review Homework from Previous week
Last week we discussed the importance of ATTENDING and MONITORing our reading. We
also discussed the differences between Intrinsic vs Extrinsic motivation and the importance of
REWARDING yourself for reading. Who would like to share their experiences with the “When I
read” form and Reward Menu?
Open for Discussion
Skill or Topic for the Session
This is our 2nd to last session. Next week is our last session together. I want to take this
opportunity to remind each of you how proud I am of the work that you have accomplished so
far. None of you asked to have reading weaknesses, but I hope the work that you have done can
make you feel more confident in yourself and in your abilities.
Each of you will be earning your driver’s license over the next two sessions…. But today…. You
will be picking out the type of car you will be driving. Pick a car that can carry you and at least
three other passengers. Something that you would be willing to drive for a long time.
Each participant will take turns Googling images of their DREAM CAR, copy/paste and then
print the image out onto a blank Appendix 24.
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Refer to Appendix 24…I am going to show you my dream car. It is called a Woody car. It is
popular for surfing. Now we have to discuss these passengers…..
I want you to pretend that your brain is your dream car. You are the driver and your
problems/challenges are the passengers in your car. You can’t just drop off the passengers; they
are your passengers and you can’t just drop them off. HOWEVER, you have to keep control of
your car even when your passengers get unruly and bothersome. You also have to stay on your
route and not let the passengers take control of your car.
My passengers are:
1.

ADHD

2. Impulsivity
3. Hard time paying attention to one thing
So I have my dream car, which is kind of like my brain, and I have my passengers loaded. Now I
need to draw a map. Each of our maps will have
1.

Caution Signs = minor problems

2. Speed bumps = middle problems
3. Pot Holes = big problems
But…. Our map will also have
1. Billboards = self-instructions, things we can say to ourselves to help us
2. Road signs with directions = problem solving strategies
3. Call boxes = people who can help us out
So here is the map that I drew…. Refer to Appendix 25
Lead therapist reviews his/her map highlighting each of the items on the map.
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Now I would like each of you to:
1.

Identify your passengers…. Which include your reading weaknesses

2. Draw a map. Make sure to include challenges along the way because life has challenges
We are going to spend the rest of today’s session working on our CARS, PASSENGERS AND
MAPS.
The Lead Therapist has examples of all of the previous sessions Appendices and work as
memory boosters for the participants to review and use to create their MAPS.
Homework Review
We are going to spend the rest of today’s session working on our CARS, PASSENGERS AND
MAPS. You will take it home and continue to work on it. Next week we will review your CARS,
PASSENGERS AND MAPS and I will present you with your driver’s licenses and pizza
celebration for your hard work.
Check-Out Everyone please rate how today went and write down one thing you learned, were
interested in or disappointed in. (Appendix 5)
Resources
Cognitive Therapy Techniques for Children and Adolescents; Tools for Enhancing Practice
chapter 6, Rational Analysis; Bus Driver Metaphor based on the ACT concept (Hayes et al,.
1999; Hefner et al., 2002).

COGNITIVE THERAPY FOR LEARNING DISABILITIES

137

Week 9 Agenda: FINAL SUMMARY, PARTICIPANT
LED PRESENTATIONS, CELEBRATION,
DRIVERS LICENCE AND TERMINATION

Parking Lot
Check-In Written form such as Pre-session Quick Sheet Appendix 3 or informal discussion of
anyone who has an emergency or wants to share his or her Parking Lot sticky note.
Review Homework from Previous week
Last week we worked on dream cars, which represented our brains…. And passengers that we
need to keep control of even when they are unruly. Here is my example…..
We will each take turns reviewing our examples……
Skill or Topic for the Session
We have accomplished a LOT of great work over the past two months. We have…
1. Having a Reading Disability does not define you.
2. Cognitive Model
3. Identify Cognitive Distortions and Thinking Traps
4. Evaluate Cognitive Distortions and Thinking Traps
5. Cognitive Restructuring
6.

Interventions
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a. Somatic Management
b. Identifying Positive Qualities
7. Interventions
a. Monitoring Reading
b. Rewarding yourself
8. Rational Analysis and Action Plan
I am so very proud of each of you!
Pizza
General discussion of the pros/cons of the therapy, elicit feedback and suggestions of how to
change the delivery in the future
Homework Review
Refer to Appendix 26. Here are your drivers’ licenses as certificates of completion. Your
homework is to show this to one person and describe to that person all you have accomplished.
Check-Out Everyone please rate how today went and write down one thing you learned, were
interested in or disappointed in. (Appendix 5)
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LD CBT Appendix 1

What is your biggest pet-peeve?

If someone gave you a $1,000 to spend at any store, what store would you choose? What would
you buy?

If you were to be famous, what would you want it to be for?

If you could invite three famous people to your house for dinner, who would they be?

What is your most prized possession?
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LD CBT Appendix 2

Group Discipline Reflection Sheet

Student:

Date/Time:

1. What rule did I break?
Disrupt group

Disrespect/Argue with group member

Walk out

Inappropriate language

Cell phone/Ipod use ______

Damage property

Why did I break this rule?

2. How does this behavior affect others around me?
Disturbs other group members

Is disrespectful

Offends others

Disrupts my learning _________

3. What will I do the next time this situation occurs?

Student Signature

Date

Group Leader Signature

Date

LD CBT Appendix 3
Pre-session Quick Sheet from Cognitive Therapy for Adolescent Settings
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Intensity

I am feeling:

Today I want to alk about:
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My best way to deal with it Is:

Things I'm thinking about from our last meeting are:
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I did _ _ did not __ do my practice task.
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LD CBT Appendix 4

Epictetus

“Man is not worried by real
problems so much as by his
imagined anxieties about real
problems”
What does this mean to you??????
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
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LD CBT Appendix 5

Name: ___________________________________________

Date: __________________

How did today go (Please circle one)

Was there anything that was interesting, good/bad or disappointing about today??????

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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LD CBT Appendix 6

One day last summer, two
friends decided to spend the
day at the amusement park and
were having a great time. But
then they came to the part of
the park with the BIG
rollercoasters……..

Then they get in line and as they
both wait in line……..
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The mistake we often make…..
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But….. Now that we know what the Cognitive Model is….. We can
look at the thoughts you have about reading and overtime attempt to
shift from the unhelpful thoughts to thoughts that work better for
you.
How does that sounds for a goal???
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LD CBT Appendix 7
Name: ___________________________________________

Date: __________________

1. What made
nervous?
a. The Roller Coaster
b. The happy friend
c. How he thought about the rollercoaster

2. What made
excited?
a. The Roller Coaster
b. The happy friend
c. How he thought about the rollercoaster
3. What is the Cognitive Model?
__________________________________________
__________________________________________
__________________________________________
__________________________________________
LD CBT Appendix 8
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Appendix 1.1
The Cognitive
Model
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LD CBT Appendix 11

Appendix 1.2
Thinking Traps
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LD CBT Appendix 12

I failed my first Math test. There is no hope for me, I
might as well give up because I am going to fail every
Math test this year just like the first one.
It is all my fault that my parents are getting a divorce; I
should have been a better kid.
I thought about joining the basketball team, but I decided
not to because I will probably end up getting cut.
I hate reading; there is nothing good about it, especially
those stupid books I have to read in READ 180.
I stink at Math, I have only a C in the class and I just
failed my quiz.
A classmate just told me my best friend was talking
smack about me. That’s it; I am not longer friends with
him/her.
I can tell my teacher hates me just by the way she looks at
me.
I should be able to read everything easily; it isn’t fair.
I will never improve my reading; I will always be the
worst reader in class.
I am the worst student ever; I just got a D on my midterm.
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If I ask a question in class, other kids will think I am
stupid.
There is nothing good about going to class in a resource
room.
I can’t read or write at all; I shouldn’t even try.
If I try to do this math, I know I will fail.
I hated math last year; I know I will hate it again this year.
If I can’t read the whole thing perfectly, why should I
even try?
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LD CBT Appendix 13
Date

12/6

Situation

Thought

My teacher told me to take I will never be good at
reading; I should just
my SRI test.
give up.

Trap

Selective Sight

Shoulds

Trap
or
Truth

Trap
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LD CBT Appendix 14

Situations for Thought Record
1. Sasha is in her Financial Literacy class. She is having a hard time
understanding what the teacher is asking her to do. She doesn’t
raise her hand because she is feeling nervous.
2. Antonio is at lunch. Some friends are talking about their 3rd block
classes. He begins to be angry because he is in a small classroom
to get extra help rather than a big classroom.
3. John decides not to do his homework because he knows he is
going to fail anyway.
4. Xavier is in LA class. He is asked to read out loud, but he
becomes nervous when he is asked to read out loud. He hears
some snickers from another student. He becomes very angry.
5. Anthony earns an F on a test that he didn’t study for. Anthony
blames the teacher because he knows she does not like him.
6. Susan is reading a book for class. She hears kids laughing and
assumes they are laughing at her.
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LD CBT Appendix 16
Cognitive Restructuring situations.

If I ask a question in class, other kids will
think I am stupid.
There is nothing good about going to class
in a resource room.
I can’t read or write at all; I shouldn’t even
try.
If I try to do this math, I know I will fail.
I hated math last year; I know I will hate it
again this year.
If I can’t read the whole thing perfectly, why
should I even try?
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LD CBT Appendix 17
Date

Situation

Thought

Trap

12/6

My teacher told
me to take my SRI
test.

I will never be good at
reading; I should just
give up.

Selective
Sight

Shoulds

Trap
or
Truth

Trap

Shift

I might not be the
best reader, but I
am improving and
I have many other
things that I am
good at.
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LD CBT Appendix 19

The most stressful type of reading task is…… Write it below

______________________________________________________________________________
______________________________________________________________________________

The part of my body that gets most stressed is……. Circle the area(s)
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LD CBT Appendix 20
My Strengths and Qualities

Things I am good at:
1.

_______________________________________________________________________

2. ________________________________________________________________________
3. ________________________________________________________________________
Things that make me unique:
1. ________________________________________________________________________
2. ________________________________________________________________________
3. ________________________________________________________________________
Times I’ve made others happy:
1. _______________________________________________________________________
2. ________________________________________________________________________
3. ________________________________________________________________________
Compliments I have received:
1. _______________________________________________________________________
2. ________________________________________________________________________
3. ________________________________________________________________________
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My Workout
Before Reading…….
_____ Breathing (deep relaxed breaths)
_____ Whole Body (good posture, still body)
_____ Muscles (stretch when needed then return)
Positive Qualities
1.
2.

3.

_________________________________________
_________________________________________
_________________________________________

After Reading ……….

1 2 3 4 5 6 7 8 9 10
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When I am Reading
I ASK myself
______ What is the main idea?
______ Who are the characters?
______ What is the problem?
______ What is the solution?
______ Where is the story taking place?
When I am stuck
______ I can re-read
______ I can keep going and hunt for clues
______ I can ask for help
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Reward Menu

Name: _______________________________________________________________

Choose rewards you would like to earn in school.
Homework pass, wings, etc._____

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

Choose rewards you would like to earn at home.
Rent a movie, stay up late, etc.___

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

___________________________

172

COGNITIVE THERAPY FOR LEARNING DISABILITIES

173

COGNITIVE THERAPY FOR LEARNING DISABILITIES

174

LD CBT Appendix 24

My Dream Car

My Passengers
1. ________________________________________________________________________

2. ________________________________________________________________________

3. ________________________________________________________________________
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Picture of Peter’s example of the map
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